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0 Foreword: the AGIR project
A.Overview of the AGIR project
The Belgian Federal Planning Bureau is one of the participating research insti-
tutes in the AGIR project (Ageing, Health and Retirement in Europe) co-financed
by the European Union within the Fifth Research Framework Programme and
carried out in collaboration with seven institutions of the ENEPRI network, to
which the FPB is associated. The aim of the AGIR project is to study to what extent
the health and the fitness of elderly have improved, how elderly people make use
of health care and which effect ageing and the health status of the elderly can
have on the decision to retire and on the future evolution of the public health care
and pension expenditures.
B.The Fifth Research Framework Programme of the European 
Community
The Fifth Research Framework Programme, adopted on 22nd December 1998, de-
fined the European Community activities in the field of research, technological
development and demonstration for the period 1998-2002. It has been conceived
to help solve problems and to respond to major socio-economic challenges facing
the European Union.
Asides bursaries and various fellowships for young or experienced researchers or
for hosts to sustain the organization of training activities, the Fifth Research
Framework Programme developed various Specific Programmes aiming at fi-
nancing researches lead by at least two legal entities from different EU-countries
or associated states, under which the one named the “Quality of Life and Man-
agement of Living Resources” programme. This QOL programme is structured
around six key actions: 
1. Food, nutrition and health; 
2. Control of infectious disease;
3. The ‘cell’ factory;
4. Environment and health; 
5. Sustainable agriculture, fisheries and forestry, and integrated develop-
ment of rural areas including mountain areas; 
6. The ageing population and disabilities.
The AGIR project was introduced under the key action 6 “The ageing population”
(QOL-2001-6.1-3), proposal nr QLRT-2001-0517.Working Paper 11-03
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C. ENEPRI
The European Network of Economic Policy Research Institutes (ENEPRI) was cre-
ated in 1999 at the initiative of the Centre for European Policy Studies (CEPS) in
Brussels, also financed during the first four years by the European Commission
under the 5th Research Framework Programme. ENEPRI brings together leading
national institutes from a number of EU member states and accession countries. 
ENEPRI was initially formed by 8 partner institutes in EU member states and one
institute in Poland and has now been expanded to 25 partner institutes, which in-
clude members from most of the EU-27 countries. The activities of the Network
are coordinated and managed by CEPS.
The following institutes are (among others) members of the ENEPRI network:
Centre d’Etudes Prospectives et d’Informations Internationales (CEPII), Paris; 
Centre for European Policy Studies (CEPS), Brussels;
Netherlands Bureau for Economic Policy Analysis (CPB), The Hague;
Deutsches Institut für Wirtschaftsforschung (DIW), Berlin;
Research Institute of the Finnish Economy (ETLA), Helsinki;
Fundacion de Estudios de Economia Aplicada (FEDEA), Madrid;
Belgian Federal Planning Bureau (FPB), Brussels;
Instituto di Studi e Analisi Economica (ISAE), Rome;
National Institute for Economic and Social Research (NIESR), London;
Niezalezny Osrodek Bana Economicznych (NOBE), Lodz, Poland.
The network aims to foster the international diffusion of existing research, to help
to co-ordinate research plans, to conduct joint research and to increase public
awareness of the European dimension of national economic policy issues.
The activities of ENEPRI include the organization of workshops and conferences,
the publication of working papers and policy papers and the development of
common research projects. 
Currently ENEPRI members are conducting a major study on the health and demo-
graphic trends in the EU and its implications for health care, retirement and public
finances: AGIR - Ageing, health and retirement in Europe. A joint project focusing
on the analysis of demographic uncertainties and the sustainability of the social
welfare systems, DEMWEL, started in January 2003. A Research Training Network
on Health, Ageing and Retirement, called REVISER, started hiring trainees from
spring 2003.
D. AGIR
The aim of the AGIR project is to study to what extent the fitness and health of the
elderly have improved, and to use this information to estimate the future demand
for health care by the elderly. The program will try to predict whether the trend
in early retirement will continue along with the improvement of the fitness of the
elderly. Ultimately, scenarios will be produced for the development of health and
pension expenditure. Several options for social and budgetary policy will be
analysed. 
The first phase of the project consists of three work packages (WP) and concen-
trates on data gathering. Each WP is organized by a different member state
institution and studies a different topic. Working Paper 11-03
3
WP1 Bio-demographic aspects of ageing (FEDEA - Spain)
WP1 studies the bio-demographic aspects of population ageing. The aim is to get
a better understanding of the nature of ageing. Not only is it important to analyse
how fast a population gets older, it is also important to see what effect age has on
the population’s health and fitness, especially of the elderly. This WP concentrates
on the health status of different age cohorts, by confronting purely demographic
data with data on the health of the population and indicators concerning the qual-
ity of life. By doing so, one should get a better view on the past development, the
current state and the potential future development of the health of the elderly. 
WP2 Use of health care and nursing care by the elderly (DIW - Germany)
WP2 studies the use of health and nursing care by the elderly, by making a distinc-
tion between care in institutions and informal care. This distinction is necessary
because there are indications that the demand of institutional care is increasing
not only due to ageing, but also due to changes in family structure and labour
market participation, especially of women. 
WP3 Determinants of retirement (ETLA - Finland)
WP3 studies the determinants of retirement, going beyond the analysis of the
well-known financial incentives. Its aim is to broaden the scope of these earlier
studies by bringing in information on individuals’ valuation of leisure and do-
mestic work. A great deal of this information is gathered through national time
use surveys. ETLA expects to find evidence to support the claim that, apart from
the financial incentives and health status, the value of leisure time has important
influence on the early retirement decisions. 
The second phase of the project consists of another three work packages, which
use the data gathered in phase one as input.
WP4 Alternative scenarios for health, life expectancy and social expenditure
Organized jointly by CPB (The Netherlands) and DIW (Germany), this WP aims at
estimating the consequences of population ageing and the link between age and
health on expenditure for health care and pensions.
WP5 Implications for social and financial policy (NIESR - UK)
The participating institutes in this WP will assess the implications of population
ageing for public policy, notably with respect to the scope for influencing the de-
velopment of social and budgetary policy.
WP6 Synthesis, final conference, publication and dissemination (CEPS)
The aim of this WP is to prepare a synthesis of findings of the preceding phases
and to summarize the results. This WP will also be devoted to an assessment of
the implications for the European Union’s policies and actions with respect to
ageing.




Second work package of 
AGIR studies the use of 
health and nursing care by 
the elderly
This Working Paper reflects the contribution of the FPB to the second work pack-
age of the AGIR project, work package organized by the German DIW. It collects in
a first attempt a lot of data to approach the volume and evolution of the use of
health and nursing care by the elderly. Yet the authors are well aware of the lim-
itations of the present study which can certainly be improved by more detailed
data and refinement of the concepts.
The study makes a distinction between care provided by institutions and infor-
mal care. This distinction is necessary because there are indications that the
demand for institutional care is increasing not only due to ageing, but also due to
changes in family structure. This work package also studies how the provision of
care for the elderly has changed over time, as well as the link between labour mar-
ket developments and informal care. 
The output of this work package will be used in the second phase of the program,
in which scenarios will be produced and consequences for demand for health
care and pension decisions will be studied. Working Paper 11-03
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II Results of data gathering process
A.Introduction
The results of the data gathering process are presented in four sections, in which
respectively demand for health care, supply of health care, family structure and
labour market developments are covered. The main conclusions are summarized
at the end of the paper. 
In the first section demand for health care is analysed by gender and age groups.
How often do people contact a doctor or a specialist, how often are they admitted
to hospital per year and how long do they stay there on average. 
The second section examines the supply of health care, an important factor, too
often forgotten. If supply doesn’t reach demanded levels, some people who need
health care can’t get it. Data from the health insurance institute give the number
of doctors, nurses, etc for recent years.
Since the provision of informal health care depends largely on household compo-
sition and the extent to which people can rely on family members to take care of
them, the third section studies household composition. What is the average
number of people in a household, how many people are single, married, divorced
or widowed and how many elderly live in their children’s family. 
Lastly, the fourth section studies the labour market developments. Participation
rates and the evolution of part-time employment shed light on the possible pro-
vision of informal care. As more women enter the labour market, they have less
time to care for others and maybe therefore more elderly have to fall back on in-
stitutional care. Recent legislation has encouraged female labour market
participation.
Most data collected for this working package come from the Health Interview
Surveys (HIS) of 1997 and 2001, carried out by the Unit of Epidemiology of the Sci-
entific Institute of Public Health in Brussels. Other data sources are the Ministry
of Public Health and the Belgian Institute for Health Insurance. Most data on
population were provided by the National Institute for the Statistics (NIS). Labour
market participation rates stem from models used at the FPB.
B.Demand for health care
As the population is ageing, it is interesting to study how the demand for health
care varies with age. If older age groups make use of health care services more of-Working Paper 11-03
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ten due to worse health conditions, the ageing of the population might have a
significant effect on the demand and the cost of health care. 
Demand or need for health 
care versus use of health 
care: not the same
Unfortunately, there are no data on demand or need for health care. Only data on
the use of health care are available. There is an important difference between these
two concepts though. It is very probable that some people lack resources to have
access to health care (e.g. elderly people with small survivor pensions), so one can
imagine that the need for health care exceeds the use of health care. This should
be kept in mind while reading this paper.
In the following paragraphs, the demand for care by age group and gender is dis-
cussed to determine whether there is a relationship between age and demand for
health care. 
1. Number of hospital admissions per year
Increase in the number of 
hospital admissions 
Data on hospital admissions are an important indicator of the number of health
problems of a population. The Ministry of Public health provides data on the
number of hospital admissions by gender and age group for 1991 to 2000. The re-
sults are shown in table 1. Between brackets is given the percentage of the
admissions of the respective age group in total admissions. Data for years in be-
tween can be found in appendix.
TABLE 1 - Number of hospital admissions by age group and gender, 1991-2000 
Source: Ministry of Public Health, 1991-2000.
* The increase in number of admissions in the youngest age group is partly due to the obligation of hospitals to register births for MKG
since 2000.
Most admissions at age 0 
and in highest age groups
Table 1 induces following conclusions regarding hospital admissions:
- The total number of hospital admissions has increased between 1991 and
2000. For men this was a rise from 702,088 admissions to 817,659 (an
increase of 16.5%), for women, the number rose from 867,739 to 978,703
(an increase of 12.8%).
Men Women
1991 2000 1991 2000
0 36,662 (5.2) 86,170 (10.5)* 28,867 (3.3) 76,790 (7.8)*
1-4 36,622 (5.2) 29,796 (3.6) 25,473 (2.9) 23,310 (2.4)
5-14 43,830 (6.2) 36,691 (4.5) 33,000 (3.8) 28,892 (2.9)
15-24 58,511 (8.3) 42,631 (5.2) 95,117 (10.9) 67,517 (6.9)
25-34 69,621 (9.9) 54,936 (6.7) 171,218 (19.7) 150,860 (15.4)
35-44 73,108 (10.4) 76,461 (9.4) 94,143 (10.8) 101,476 (10.4)
45-54 74,318 (10.6) 99,269 (12.1) 76,115 (8.8) 93,447 (9.6)
55-64 104,321 (14.9) 107,657 (13.2) 88,748 (10.2) 91,519 (9.4)
65-74 109,995 (15.6) 147,450 (18.0) 102,459 (11.8) 134,239 (13.7)
75+ 95,100 (13.5) 136,598 (16.7) 152,599 (17.6) 210,653 (21.5)
Total 702,088 (100.0) 817,659 (100.0) 867,739 (100.0)  978,703 (100.0)Working Paper 11-03
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- This increase is the result of, on one hand an increase in the number of
admissions in the youngest age group and in older age groups (starting at
age 35); and on the other hand a decrease in the number of admissions for
people between age 1 and 34. This holds for both men and women.
- The number of admissions is higher for women than for men, after the
age of 15. In younger age groups, the number of admissions is higher for
men than for women.
- Looking at percentages of admissions by age group, for both men and
women, the highest proportion of admissions can again be found in older
age groups. There seems to be a positive relation between age and
number of hospital admissions.
These pure numbers, however, don’t say much. The increase in hospital admis-
sions could be purely the result of an increase in the size of the population, and
not an increase in use of health care. Therefore, these data have to be compared
with the evolution of the population to see whether the average number of ad-
missions per person in every age group has increased as well. 
The average number of admissions in percentage of population in 2000 is shown
in figure 1. 
FIGURE 1 - Average number of hospital admissions by age group and gender, 
2000
Source: Ministry of Public Health, 2000.
Positive relation between 
age and admissions; men are 
admitted more often 
This graph leads to the following conclusions:
-T h e  a g e  g r o u p  w i t h  t h e  highest average number of admissions is, both for
men and women, the youngest age group. Boys under the age of one are
admitted on average 1.5 times a year, newborn baby girls on average 1.4
times a year.
- After the age of one, the average number of admissions drops signifi-
cantly to approximately 0.1 for both men and women, and from then on a
clear positive relation with age exists. As people get older, the average
number of admission increases to finally reach 0.5 for men and 0.4 for
women for people older than 75. 
- In all age groups, except between ages 15-34, women are less frequently
admitted to hospital than men. The higher number of admissions between
the ages 15-34 is due to the fact that these are ages at which women
mostly give birth. The higher number of admissions in this age group
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Average number of 
admissions increased in 
younger and older age 
groups
Comparing the average number of hospital admissions for men and women in
1991 and 2000 leads to the observation that it hasn’t changed much between 1991
and 2000: it increased from 0.14 to 0.16 for men, from 0.17 to 0.18 for women. But
there may have been underlying shifts between age groups, as is shown in figure
2.
FIGURE 2 - Average number of hospital admissions by age group and gender, 
1991 and 2000
Source: Ministry of Public Health, 1991-2000.
The rather stable number of total admissions between 1991 and 2000 is the result
of following underlying evolutions:
- For both men and women, the average number of hospital admissions
has increased significantly for newborn babies: for boys it rose from 0.6 to
1.5, for girls it increased from 0.4 to 1.5. This is partly due to the new obli-
gation of hospitals to register births.
- The average number of admissions has also increased, though to a lesser
extent, in older age groups, starting at age 45 for men and 55 for women. 
- For the age groups between ages 1 and 45, the average number of admis-
sions dropped between 1991 and 2000. 
Thus, though the total average number of admissions hasn’t changed much, there
has been an increase in frequency of admissions for newborn babies and older
people.
Thus, there is a clear positive relationship between age and frequency of admis-
sion: as people get older, they are admitted to hospital more often. And this
average number of admissions has increased between 1991 and 2000 for older
people.
2. Average length of hospital stay
How long do people stay in 
hospital?
The Ministry of Public Health has also gathered data on the number of nights
spent in hospital. The average length of hospital stay is calculated by dividing the
number of nights spent in hospital by the number of admissions to hospital. 
The results for 2000 by age group and gender are shown in figure 3. Data can be
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FIGURE 3 - Average number of nights spent in hospital by age group and gender, 
2000
Source: Ministry of Public Health, 2000.
Number of nights increases 
with age and women stay 
longer
Two conclusions can be drawn:
-T h e r e  i s  a  positive relation between age and length of hospital stay. At age 0, on
average 5.1 nights are spent in hospital. This drops to 4 nights when the
children reach the age of 1, and 3 nights for 5-9-year olds. Then the aver-
age length of stay rises with age. For women, the number of nights spent
in hospital increases to almost 17 nights in the oldest age group. For men,
the number of nights increases to 14 for men older than 75.
- Women spend more nights in hospital than men do, especially in the old-
est age group. Women might be admitted to hospital less frequently than
men are (see above, figure 2), but they stay there longer.
Number of nights spent in 
hospital has increased 
The comparison of the average length of hospital stay for men and women in 1991
and 2000 is shown in figure 4 below. 
The graph clearly shows that for all age groups, and both for men and women,
the average number of nights spent in hospital decreased between 1991 and 2000,
the biggest decrease even taking place in the oldest age groups. For example, in
the oldest age group, men spent 18 nights in hospital in 1991 compared to 14 in
2000. For women, the average length of hospital stay in that age group dropped
from 21 to 17 nights.
FIGURE 4 - Average number of nights spent in hospital, by age group and gender, 
1991-2000
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So, as people get older, a higher percentage of the population is admitted to hos-
pital and the average number of nights spent in hospital increases. This leads to
the conclusion that there is a positive relationship between age and demand for care in
hospital, for both men and women.
3. Volume of hospital stay
Putting the frequency of hospital admissions (average number of hospital admis-
sions per year) and the average length of each hospital stay together, gives the
average volume of hospital stay, or the average total number of nights spent in hos-
pital per person in a year.
Figure 5 shows the average volume of hospital stay in 2000 by gender and age
group.
FIGURE 5 - Average volume of hospital stay, by age group and gender, 2000
Source: Ministry of Public Health, FPB calculations.
Volume of hospital stay is 
high in youngest and older 
age groups
The following picture emerges from this measure:
- A clear age-related profile exists. Excluding the youngest age group (new-
born babies), the volume increases with age. Until the age of 54, less than
1 night – on average – is spent in hospital per year. Then it increases to 2
nights for people between 55 and 64, to 3 nights in the next age group and
finally 6 nights for people older than 75.
Men are admitted more 
frequently but stay fewer 
nights than women do: the 
volume of hospital stay is 
equal for men and women
- No big differences occur between men and women: they spend on average the
same amount of nights in hospital per year (except women between 25-34,
who have a higher average volume of hospital stay due to childbearing).
Previous sections indicated that men are admitted to hospital more often
than women, but that women spend on average more nights in hospital
than men. These two developments seem to cancel each other out, since
the volume for men and women is the same.
Important is that the volume of hospital stays, or the average total number of nights
spent in hospital each year increases with age, especially in the oldest age group.
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Decrease in the volume of 
hospital stay between 1991 
and 2000
Figures 6 and 7 show the evolution of the volume of hospital stay between 1991
and 2000, by age group, respectively for men and women.
FIGURE 6 - Volume hospital stay, by age group, men, 1991-2000 
Source: Ministry of Public Health, 1991-2000.
FIGURE 7 - Volume hospital stay, by age group, women, 1991-2000 
Source: Ministry of Public Health, 1991-2000. 
There has been a slight decrease, both for men and women, in the volume of hos-
pital stay between 1991 and 2000, in all age groups except for newborn babies. As
already mentioned, this increase in the youngest age group is due to the fact that
as of 2000, hospitals had to register births. The age-related profiles haven’t
changed in other age groups; the volume still increases with age.
4. Contacts with general practitioner (GP)
The GP plays an important role in health care. In 1997, 93% of the Belgians had a
fixed GP, in 2001, 94%. The role of the GP is constantly developing and is becoming
more important as the government is taking measures1 to encourage people to
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The Health Interview Surveys carried out by the Scientific Institute of Public
Health in 1997 and 2001 questioned respondents about their medical consump-
tion. They were asked whether and how often they contacted their doctor during
the past year.
The proportion of people to 
contact doctor increases 
with age….
In 1997, 74.4% of all men and 82.7% of all women saw their doctor at least once
that year. In 2001, this percentage was slightly higher: 77.4% for men and 84.1%
for women. Figure 8 shows the proportion of the population that had contact with
their doctor at least once during the past year, by age group and gender in 2001.
Detailed data can be found in appendix.
FIGURE 8 - Percentage of population with contact with GP during past year, by 
age group and gender, 2001
Source: OECD.
... and more women than 
men contact their doctor
This figure leads to following conclusions:
a) There is a positive relationship between age and the proportion of the population
having had contact with their doctor: as people become older, a higher per-
centage of the population visits their doctor at least once a year. In the
youngest age groups, this is 75% for women and 80% for men. In the old-
est age group (80 and older), 95% of all men contacted their doctor at least
once and 97% of women did. 
b) In all age groups (except 0-4), more women contact their GP than men do. For
example, between age 25 and 34, about 72% of men contacted their doc-
tor, compared to 82% of all women. The gap between men and women
differs between age groups and there is no clear relation between age and
the gap between men and women. 
A look at the percentages in 1997 and 2001 does not imply a significant evolution
between those years. For both men and women, there has been a small increase
in some age groups, while in other age groups there has been a small decrease.
Therefore, this graph is not presented here. Data for 1997 can be consulted in
appendix.
Elderly people see their 
doctor more often and 
women more so than men
Figure 9 shows the average number of contacts with a GP in 2001, by age group
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FIGURE 9 - Average number of contacts with GP by age group and gender, 2001 
Source: Health Interview Survey, 2001.
Two main conclusions can be drawn:
-A   positive relation between age and number of contacts exists. As people get
older, they see their GP more often. People aged 5-14 see their doctor
about twice a year; people over 74 do so 12 to 14 times. Exception is the
youngest age group, which contacts the doctor a little more often, namely
5-6 times a year. 
- Except for the youngest age group, men have fewer contacts with their GP
than women do. The biggest difference between genders occurs at the age
of 55-64, when men contact their GP 7 times a year and women 10 times.
Slight increase in the 
number of contacts between 
1997 and 2001…
Figure 10 shows the number of contacts with a doctor in 1997 and 2001, by age
group and gender. This allows to study the evolution over time of frequency of
contact. 
FIGURE 10 - Number of contacts with doctor by age group and gender, 1997 and 
2001
Source: Health Interview Survey, 1997-2001.
This picture clearly shows the positive relation between age and number of contacts
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For men, the number of contacts with a doctor in 2001 was slightly more elevated
than in 1997, especially between ages 5-14, 25-34 and in the oldest age groups.
Women also consulted their doctor more often in 2001 than in 1997, except in the
youngest and oldest age group. This is a remarkable evolution: for women in the
oldest age group, the average number of consultations with a doctor has dropped
since 1997, whereas one would expect it to rise.
The main conclusions about the consultation of a general practitioner are: as peo-
ple get older, they contact their doctor more often. Moreover, the number of
contacts with a doctor tends to rise over time, except for women in the oldest age
group. Women contact the doctor more often than men do.
5. Contacts with specialist
Contacts with specialized doctors account for an important part of medical con-
sumption, especially because until now, patients can consult specialists without
first seeing a general practitioner. The government is however taking measures to
discourage patients to contact specialists immediately and to try to enforce them
to see a GP first.
This section studies the demand for specialized doctors. Data come from the HIS
in 1997 and 2001 and include all contacts with specialists, whether they took place
in private or in hospital. Consultations in emergency rooms and contacts on the
phone are also taken into consideration. Contacts with specialists while admitted
in hospital are however excluded. 
In 1997, 38.9% of all men had seen a specialist at least once during the past year
and 13% of men had never seen a specialist before. Of all women, 57% had seen
a specialist during the past year and 8% never had. In 2001, 44% of all men and
56.6% of all women had at least once seen a doctor, and respectively 14 and 9.5%
of men and women had never done so.
Figure 11 shows the average number of contacts with a specialist, by age group
and gender in 2001. Data on which this graph is based can be found in appendix.
FIGURE 11 - Average number of contacts with specialist, by age group and gender, 
2001
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It is very hard to draw conclusions based on these data:
- A relationship between age and contacts with specialists is hard to detect,
especially for men. The average number of contacts varies with age. For
women, excluding the youngest age group, one could say the number of
contacts tends to increase with age, but data aren’t very convincing.
- Secondly, data do not allow to make a distinction between men and
women. In some age groups, men see a specialist more often, in others,
women do. 
Since no clear conclusions can be drawn, medical consumption provided by spe-
cialists will not be analysed in detail.
Clear positive relationship 
between age and the use of 
health care
Except for contacts with specialists, previous sections lead to firm conclusions on
the relation between use of health care and age. Data show that as people get older,
the frequency of hospital admission increases, as well as the length of hospital
stay and the number of contacts with a doctor. Based on these results, one can as-
sume that population ageing will lead to an increase in demand for health care.
Usually, use of health care is higher among women then among men. 
The next section analyses the demand for (use of) a different kind of care: long-
term care.
6. Long-term care
What is long-term care? The WHO defines long-term care (LTC) as “the system of activities undertaken by
informal caregivers and/or professionals to ensure that a person who is not fully
capable of self care can maintain the highest possible quality of life, according to
his or her individual preferences, with the greatest possible degree of independ-
ence, autonomy, participation, personal fulfilment and human dignity”. (WHO,
1999b, p.1)
LTC is in fact the umbrella term for the array of supportive services used by per-
sons who need assistance to function in their daily lives because a chronic
condition, trauma, or illness limits their ability to carry out basic self-care tasks,
often called activities of daily living (ADLs), or household chores, known as in-
strumental activities of daily living (IADLs). 
The need for LTC is influenced by changing physical, mental and/or cognitive
functional capabilities that are in turn, over the course of an individual’s life in-
fluenced by the environment (WHO, 1999b, p. 1). Conditions that may lead to a
need for LTC include physical frailty or disability, development disabilities, men-
tal illness, AIDS, Alzheimer’s disease or stroke. 
The results of research in WP1 indicate that there is a negative relation between
age and health, which means that an ageing population would lead to an increas-
ing demand for LTC.
LTC services include nursing care, home health care, personal care, rehabilitation,
adult day care, case management, social services, assistive technology and assist-
ed living services. LTC often involves the most intimate aspects of people's lives-
what and when they eat, personal hygiene, getting dressed, using the bathroom.Working Paper 11-03
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Other less severe long-term care needs may involve household tasks such as pre-
paring meals or using the telephone.
A lot of people still believe that most LTC is provided in nursing homes. The real-
ity is that most LTC is provided in community settings and involves a wide range
of services, such as personal care and adult day services, needed to help people
function independently for as long as possible. LTC services may be provided by
formal service providers or informal, unpaid caregivers, such as family and
friends.
a. Number of people in need of long-term care at home
Informal LTC is provided in 
the home by family 
members, friends
First a word about informal long-term care. Informal long-term care is provided
exclusively in the home or combined with care in the community. It includes care
provided by members of nuclear and extended families, neighbours, friends and
individual volunteers, as well as assistance organized through voluntary organi-
zations such as religious bodies (WHO, 1999b, p. 5).
Long-term care includes a 
wide range of possible 
services
What is included in long-term home based care? There is no unique definition of
LTC or the activities it involves. The WHO has drawn up a list of minimum or core
services, which include (among others):
- Assessment, monitoring and reassessment;
- Health promotion, health protection, disease prevention and postpone-
ment of disability;
- Facilitation of self-care, self-help, mutual aid and advocacy;
- Health care, including medical and nursing care;
- Personal care, e.g. grooming, bathing, meals;
- Household assistance, e.g. cleaning, laundry, shopping;
- Physical adaptation of the home to meet the needs of disabled individu-
als;
- Community-based rehabilitation;
- Provision of supplies, assistive devices and equipment (e.g. hearing aid)
and drugs;
- Alternative therapies and traditional healing;
- Palliative care, e.g. management of pain and other symptoms;
- Provision of information to patient, family and social network;
- Counselling and emotional support;
- Facilitation of social interaction and development of informal networks;
- Development of voluntary work and provision of volunteer opportuni-
ties to clients;
- Productive activities and recreation;
- Opportunities for physical activities;
- Education and training of clients and of informal and formal caregivers;
- Support for caregivers before, during and after periods of care giving.
(WHO, 1999b, p. 6)
i. Long-term care at home
Institutional care provided 
at home
The Belgian Institute for Health Insurance collects data on the number of people
who receive nursing care at home, by age group and by degree of dependence,
but without distinction by gender. Working Paper 11-03
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Four degrees of dependence 
of people in need for LTC at 
home
The degree of dependence depends on the extent to which elderly people can
manage activities of daily living. This leads to the following categories:
Bathroom:  person needs help to go to the bathroom
Category  A: person has problems with washing, getting dressed, moving
about or going to the bathroom (score 3)
Category B:  same as category A + dependence to eat or due to incontinence
Category C: same as category B but with score 4 for activities of daily living.
LTC at home increases with 
age
Table 2 shows the percentage of the population receiving LTC at home, by age
group for 1998 until 2001. Again, informal care provided at home is not included,
only formal care. Tables with complete data can be found in appendix.
TABLE 2 - Percentage of population receiving LTC at home, by age group, 1998-2001
Source: Belgian Institute for Health Insurance, FPB calculations.
This table leads to following conclusions:
-T h e r e  i s  a  positive relation between age and the percentage of the population
receiving LTC at home: as people get older, a higher proportion uses nursing
care at home. For example, in 2001, 6% of people between age 75 and 79
received care, compared to 18.5% of people aged 85-89 and almost 30% of
people older than 95.
- No clear evolution over time can be detected. In some age groups, especially
the younger ones, the percentage has remained stable between 1998 and
2001. For people aged 75-79 and 85-89, the percentage decreased, for
older age groups, it increased.
The positive relation between age and nursing care at home is shown in figure 12,
for 1998 and 2001. The percentage of people receiving nursing care at home increases
with age, from almost 0% in the youngest age group (0-59) to almost 30% for peo-
ple older than 95. The figure also shows that little has changed in the age-pattern
across time.
1998 1999 2000 2001
0-59 0.12 0.14 0.13 0.14
60-74 1.76 1.95 1.65 1.68
75-79 7.08 6.93 5.92 6.07
80-84 12.20 13.66 12.95 13.09
85-89 20.34 18.82 18.48 18.49
90-94 25.85 21.42 25.16 25.68
95+ 27.73 19.98 29.08 29.51
Total 1.19 1.22 0.56 1.20Working Paper 11-03
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FIGURE 12 - Percentage of population receiving LTC at home, by age group, 1998 
and 2001
Source: Belgian Institute for Health Insurance, FPB calculations.
The degree of dependence 
increases with age …
Data in 2001 also describe the degree of dependence of the patients receiving
nursing care at home. Figure 13 shows for each age group, the percentage of peo-
ple in each category of dependence. The youngest age group (0-59) is excluded
due to low percentages.
FIGURE 13 - Percentage of population receiving care at home by age group and 
category, 2001
Source:Belgian Institute for Health Insurance, FPB calculations.
… and category A is most 
important at all ages 
Several conclusions can be drawn:
- For all categories of dependence, the percentage of the population receiving
care increases with age. Only for the category ‘bathroom’ there is a decrease
in the oldest age group. Thus, the degree of dependence increases with
age.
- The majority of people receiving care at home are people who have diffi-
culties with going to the bathroom by themselves (10% of total popula-
tion). Other categories of degree of dependence are less important (less
than 8% of total population).
- Category ‘A’ is second most important (except in oldest age group), cate-
gory ‘B’ is third most important and last comes category ‘C’. This can eas-
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for example to category C, it becomes more difficult to live independ-
ently. People are thus less likely to receive care at home, and more likely
to receive care in institutions. The pattern of formal care will be the oppo-
site: the higher the degree of dependence, the higher the percentage of
people receiving care in institutions (see next section on formal care).
Other services include home 
delivered meals and home 
care
ii.Other services that support elderly people 
Other services exist to support people during their older days, to make life more
comfortable for them or to help them with some daily activities. Some of these
services were questioned in the Health Interview Surveys, which allows to report
on these briefly in this paper.
Home delivered meals
Home delivered meals can be a solution for elderly people who are still healthy
and fit enough to live by themselves, but who sometimes have difficulties with
certain household tasks, such as preparing meals. 
Figure 14 shows the proportion of people receiving home delivered meals, by age
group and gender in 2001. Detailed data can be found in appendix.
FIGURE 14 - Proportion of people having meals delivered, by age group and gen-
der, 2001
Source: Health Interview Survey, 2001.
The percentage of people 
receiving meals at home 
increases with age
People younger than 75 make (almost) no use of meal services. Only at the age of
75, people start using these services. There’s a clear positive relation between age and
the use of delivered meals. At 65, about 1% of the people use the services. This
number increases as people get older, to reach 2.3% at age 70-74, 5% at age 75-79
and finally between 15% of women over 85 and 24% of men over 85. Thus, as peo-
ple get older, they make use of home delivered meals more often.
Interesting is the difference between gender. Except in the oldest age group, women
make more (or to the same extent) use of home delivered meals than men do. This
is surprising, since it is mostly women who prepare meals during the active life,
so one would expect men to have a higher demand than women. The difference
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meals, as opposed to 15% of all women. In the oldest age group however, 24% of
men uses delivered meals and ‘only’ 15% of women.
The data from 1997 show a similar pattern of use of meals. Since the percentages
don’t differ much from these in 2001 (no significant increase or decrease in use),
they are not included in the paper.
Home Care
Home care services exist that provide care in the household, especially for fami-
lies with children or for elderly people. Home care can have three objectives:
- To substitute for acute care hospitalization;
- To substitute for long-term care institutionalization;
- To prevent the need for institutionalization and to maintain individuals
in their own home and community.
Overall, the goal is to provide high quality, appropriate and cost-effective care to
individuals in order to enable them to maintain their independence and the high-
est quality of life (WHO, 1999, p. 1).
The percentage of people 
receiving home care 
increases with age and 
women receive more home 
care than men
Figure 15 shows the proportion of the population receiving home care, by age
group and gender in 2001. Detailed data can be found in appendix.
FIGURE 15 - Proportion of population receiving home care, by age group and gen-
der, 2001
Source: Health Interview Survey, 2001.
Two main conclusions can be drawn:
-T h e r e  i s  a  positive relation between age and the proportion of the popula-
tion that receives home care. Until the age of 65, less than 5% of the peo-
ple use home care. About 4% of men between 65 and 74 and 6% of
women that age received home care. Only in the oldest age groups, the
percentage increases significantly, to 19.3% for men and 33.2% for
women.
- Women more often receive home care than men do, in all age groups. The
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Since these data do not differ much from those in 1997 - no significant increases
or decreases have taken place between 1997 and 2001 and the same age pattern
occurs - they are not reported here. Data for 1997 are in appendix.
These are two examples of other services and sorts of care that exist to make life
easier for older people. In both cases, both for home delivered meals and home
care, one can detect a positive relation between age and the extent to which peo-
ple make use of these services. Usually, women make use more often of these
services than men do.
b. Number of people in need for long-term care in institutions: Formal care
Formal care is provided in 
institutions by professional 
caregivers
Institutional or residential long-term care is defined as the provision of care to
three or more unrelated people in the same place (WHO, 1999b, p. 4) It may be
publicly financed and organized, but the services may be provided by govern-
mental organizations, NGOs or by the private sector. Formal care is usually
provided by professionals (doctors, nurses, social workers) and auxiliaries, such
as personal care workers. (WHO, 1999b, p. 5)
Two types of institutions 
exist….
In Belgium two different kinds of institutions for elderly exist:
- Homes for elderly provide housing and help with daily tasks to elderly
people with varying degree of dependence (Categories O, A, B and C).
Homes for elderly want to give elderly people a home-replacing environ-
ment when possibilities for LTC at home are not sufficient any more.
- Nursing homes for elderly provide housing and nursing care to elderly
people with varying degrees of dependence (Categories B and C). These
are institutions in between homes for elderly on one side and hospitals on
the other side.
… and four categories of 
dependence
The categories of dependence are the same as for long-term care at home (Cate-
gories A, B and C), but the category ‘bathroom’ disappears and is replaced by
category O including persons totally independent and managing activities of dai-
ly living.
The Belgian Institute for Health Insurance has gathered data on the number of
people residing in homes for elderly and nursing homes for elderly by age group
and degree of dependence from 1995 to 2001. These data are shown in appendix.
The analysis starts with a look at the total number of people in institutions by age
group, without distinction by degree of dependence. This is shown in table 3. It
is to be noted that hospital beds for long-term care are not included in this
analysis.Working Paper 11-03
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TABLE 3 - Percentage of people living in institutions, by age group, 1995-2001
Source: Belgian Institute for Health Insurance and FPB Population data, proper calculations.
The number of people in 
institutions increases with 
age and over time
A firm conclusion can be drawn from this table:
-A   positive relation exists between age and the proportion of the population in
institutions. Less than 1% of people younger than 75 resides in homes for
elderly or nursing homes for elderly. As people get older, the proportion
increases: it reaches 10% in the 80-84 age group; 20% in the 85-89 age
group and between 40 and 80% in the oldest age groups. From 1997
onwards, two thirds of all people older than 95 resided in an elderly insti-
tution.
- The proportion of the population in institutions increases over time.
Excluding 1995 from this analysis (lack of data), one can see that, for
example in 1995 9.7% of 80-84-year olds stayed in an institution, com-
pared to 11.8% in 2001. In older age groups, the increase is even bigger:
48.4% of 95 year-olds lived in a home for elderly or nursing homes for
elderly in 1995, whereas in 2001 this was almost 80%.
These conclusions become very clear in figure 16, which shows the percentage of
people living in institutions by age group for 1996 and 2001. This figure shows the
positive relation between the proportions of people living in institutions and age,
as well as the increase in this proportion over time, especially in the older age
groups. 
FIGURE 16 - Percentage of people living in institutions by age group, 1997 and 
2001
Source:Belgian Institute for Health Insurance, FPB calculations.
1995 1996 1997 1998 1999 2001
0-59 0.02 0.03 0.03 0.03 0.03 0.03
60-74 0.53 1.00 0.82 0.91 0.94 0.92
75-79 4.54 4.66 4.85 4.73 4.67 4.26
80-84 10.72 12.14 10.70 10.84 11.55 11.82
85-89 23.45 24.02 25.01 25.08 25.85 25.06
90-94 - 38.19 46.13 43.25 44.15 49.68
95+ - - 70.78 62.50 65.35 79.99
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What follows concentrates on the situation in 2001.
The majority of 
institutionalized people 
lives in a home for elderly 
As mentioned before, there are two types of institutions. The homes for elderly
are accessible to people with all degrees of dependence. The nursing homes for
elderly, on the contrary, are only accessible to people with degree of dependence
B or C. Therefore, the more dependent one becomes, the more likely is he or she
to reside in a nursing home for elderly instead of a home for elderly.
Figure 17 shows the percentage of all institutionalized people, living either in a
home for elderly or a nursing homes for elderly by age group, for 2001.
FIGURE 17 - Percentage of institutionalized people by age group and type of insti-
tution, 2001
Source: Belgian Institute for Health Insurance.
In 2001, the majority (between 60 and 70%) of institutionalized people lived in a
home for elderly, and between 30 and 40% of institutionalized people lived in a
nursing home for elderly The proportion living in a nursing home for elderly
(with higher dependence) does increase with age, which indicates that as people
get older, their dependency increases and a higher proportion lives in nursing
homes for elderly.
Keeping in mind that more people live in a home for elderly rather than in a nurs-
ing home for elderly table 4 takes a look at the percentage of the population living
in a home for elderly and a nursing home for elderly, by age group and by degree
of dependence. 
TABLE 4 - Percentage of people living in a home for elderly - a nursing home for elderly, by age group and 
degree of dependence, 2001
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O 0.01 0.27 1.06 2.85 5.57 9.78 14.58
A 0.01 0.16 0.65 1.82 3.85 7.30 9.51
B 0.01 0.19 0.93 2.62 5.42 10.58 15.07
C 0.01 0.30 1.61 4.53 10.22 22.02 40.83
Total 0.03 0.92 4.26 11.82 25.06 49.68 79.99Working Paper 11-03
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These data lead to the following conclusions:
-T h e r e  i s  a  positive relation between age and the percentage of people receiving
care in institutions, in all categories. For example, for category A, 0.01% of
the population younger than 60 resides in an institution, compared to
9.5% of people older than 95.
- For people in institutions, category ‘C’ is dominant. That is, the biggest
proportion of people in institutions belongs to category C. Category B
comes second, then O and then A. This is logical, since the lower the
dependence, the lower the need to be institutionalized. Informal care
might be a better solution for people with a lower degree of dependence.
In institutions, category C 
is most important
These results become clearer with figure 18, which gives the percentage of the
population receiving formal long-term care by age group and degree of depend-
ence in 2001. The two youngest age groups are excluded due to low percentages.
FIGURE 18 - Percentage of population living in a home for elderly -nursing home 
for elderly by age group and degree of dependence, 2001
Source: Belgian Institute for Health Insurance, FPB calculations.
Figure 18 confirms the earlier conclusions drawn from table 4, namely that there
is a positive relation between age and the percentage of the population residing
in a home for elderly - a nursing home for elderly, and that among people residing
in institutions, category C is most important.
This analysis only includes long-term care provided in specialized institutions.
As already mentioned, long-term care provided in regular hospitals is not includ-
ed in this analysis. 
7. A small forecasting exercise…
How will hospital admission 
and LTC at home and in 
institutions evolve over 
time?
Hospital admissions
On the basis of the data of the Ministry of Public Health and the population data,
rates of hospital admissions have been calculated by age group and gender (see
‘average number of admissions’). Table 5 shows the rates of hospital admission
calculated for 1998 on which the forecasts are based, by age group and by gender.
Since this study focuses on the demand for care by elderly people, people until
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TABLE 5 - Rates of hospital admission, by age group and gender, 1998
Source: Ministry of Public Health, 1998, FPB population data.
Number of inpatient cases is 
expected to increase by 
2050….
Assuming that these rates would remain constant until 2050 in the lack for now
of more information, they have been combined with population forecasts to esti-
mate the number of inpatient cases in the future, without making a distinction
between genders. Figure 19 shows the estimated evolution of the number of in-
patient cases per age category in 1998, 2020 and 2050.
FIGURE 19 - Estimated evolution of inpatient cases by age group (in 1,000), total 
population, 1998-2050
Source: NIS - FPB population projections, FPB calculations.
This figure 19 clearly shows the consequences of the ageing of the population on
demand for health care: the number of people older than 65 admitted to hospital
will have almost doubled by the year 2050. The number of patients admitted to
hospital younger than 65 years old will decrease a little by 2050 (1,073,954 pa-
tients compared to 1,135,710 in 1998). This decrease will be on average 0.1% per
year.
The increase in inpatient cases is especially clear in the two other age groups: the
number of people between 65 and 74 admitted to hospital will increase from
281,970 in 1998 to 355,153 in 2050, which is an increase of 25.9%. The number of
inpatient cases in the oldest age group will increase from 300,837 in 1998 to
746,076 in 2050, which is an increase of 148%, or more than a doubling. 
Long-term care at home
The forecast of the future demand for LTC at home is based on the most recent per-
centages of population receiving long- term care at home, namely data in 2001,
assuming that these percentages won’t change in the future. These are combined
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The number of people 
receiving LTC at home will 
increase by 2050
The results of this forecasting exercise are shown in figure 20, which emphasizes
the increase of people who should be receiving LTC at home in the future.
FIGURE 20 - Forecasted number of people receiving LTC at home, by age group, 
2001-2050
Source: Belgian Institute for Health Insurance, NIS - FPB population projections, FPB calculations.
The total number of people receiving LTC at home is expected to increase from
123,566 people in 2001, to 200,542 people in 2030 and finally 277,432 people by the
year 2050. This is an increase of 124%, or, in other words, between now and 2050,
if current rates of use of LTC at home don’t drop, the number of people receiving
long-term care will more than double. This increase would be due to an increase
in the older age groups. Figure 20 shows that in the younger age groups, the extra
number of people is rather small. The biggest increase can be found in age groups
80-84 and 85-89, and even 90-94.
Keeping in mind that the society is changing and that people nowadays attach
great importance to living independently, one can safely assume that the percent-
ages of people receiving LTC at home are not likely to fall. On the contrary, people
will put off going to long-term care institutions and will therefore depend more
on informal LTC. The percentages used might therefore be an underestimate of the
future percentages, and thus, the number of people receiving LTC at home in the
future might be even higher.
Long-term care in institutions
Similarly, one can attempt to forecast the future number of patients receiving LTC
in institutions, by combining population projections with the most recent data on
formal long-term care. More specifically, for 2030 and 2050, the projected num-
bers of people in each age group are multiplied with the percentages of the
population of those age groups receiving LTC in institutions in 2001. Again these
percentages might change over time. The outcome of this simple exercise is
shown in figure 21.
The number of people living 
in institutions will increase 
as well.
Again the number of people receiving long-term care, but this time in institutions,
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FIGURE 21 - Forecasted people receiving LTC in institutions, by age group, 2001-
2050
Source: Belgian Institute for Health Insurance, NIS - FPB population projections, FPB calculations.
With constant rates of institutionalisation, the total number of people receiving
long-term care in institutions is expected to increase from 119,254 people in 2001
to 209,009 people in 2030 and finally reach 317,979 people in 2050. This is an in-
crease of 166.6%, or, in other words, by 2050, the number of people residing in
institutions providing long-term care is expected to more than double over the
period. Again, the increase is bigger in oldest age groups, as also noticed with the
projections of LTC at home.
This small forecasting exercise, though based on some very simplifying assump-
tions, sheds light on the problems that might rise as the population sensibly
grows in the older ages in the coming decades. The demand for health care,
whether it is regular care in hospital, or long-term care at home or in institutions,
will increase steadily, and serious investments in health care supply will be need-
ed to meet the demand. This will of course imply serious costs for the
government, and the patients.
C.Supply of health care
Confronting demand and 
supply….
After having studied the demand side of health care, it is important to have a look
at the supply side as well. An increase in demand for health care combined with
a decreasing or stable supply of health care can lead to soaring health care prices
and inaccessible health care for many people. That is why this section analyses
the evolution of the number of caregivers in the country as well as the number of
hospital beds, as indication for supply of health care.
1. Number of caregivers 
a. Caregivers in general
Increase in the number and 
density of caregivers 
The Belgian Institute for Health Insurance collects data on the number of caregiv-
ers. Table 6 shows the evolution of the number of caregivers in several categories
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tion data to get the number of caregivers per 1,000 inhabitants (density); this is
shown between brackets.
TABLE 6 - Number of caregivers and density per 1,000 inhabitants, 1993-2000
Source: Belgian Institute for Health Insurance, FPB population data, FPB calculations.
During the 1993-2000 period, the number of caregivers in every category in-
creased, except for the speech therapists, whose number decreased by more than
50%. It is however more important to look at the density, or, the number of car-
egivers per 1,000 inhabitants, because an increase in caregivers does not mean
anything if the increase in the population is even bigger.
The density of caregivers leads to the same conclusion: there has been an increase
in density for every category of caregivers, except for speech therapists, whose
density dropped from 0.6 to 0.3. The density of opticians and midwives remained
more or less the same. The biggest density is found in the nursing category: in
2000, there were 5.4 nurses per 1,000 inhabitants. In 1993, this was only 4.5. In
2000, there are about 2.6 physical therapists and 2.09 general practitioners per
1,000 patients. Next are specialized physicians: about 1.7 per 1,000 people. The in-
crease in density in most caregivers’ categories is a positive evolution,
considering the expected increase in demand for health care due to ageing.
Increase in the number of 
physicians per 1,000 
inhabitants as from 1960
The OECD has collected data on the number of practising physicians in the coun-
try, going back further in time. Table 7 shows the density of practising physicians
per 1,000 inhabitants from 1960 until 2000.
TABLE 7 - Density of practising physicians per 1,000 inhabitants, 1960-2000
Source: OECD.
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In a period of 40 years, the number of practising physicians per 1,000 inhabitants
has tripled. In 1960, there were 1.3 physicians for 1,000 people. By 1980, this had
increased to 2.3 per 1,000 inhabitants and the number has increased since then. In
2000, there were almost 4 physicians for 1,000 inhabitants. About 45% of these
physicians are general practitioners; the other 55% are specialists.
There has been an increase in the number of physicians and thus in the supply of
health care. Whether this increase is enough to cover an increase in demand for
health care caused by population ageing, is a question yet unanswered.
b. Caregivers in institutions for long-term care
Increase in the number of 
caregivers in institutions, 
but decrease in the density 
Table 8 shows the caregivers working in elderly institutions, by type of care and
for 1993-1999. It also includes the density of caregivers per 1000 residents of nurs-
ing homes for elderly - homes for elderly (between brackets) for years when data
on number of residents are available (1995-1999).
TABLE 8 - Caregivers in homes for elderly and nursing homes for elderly, numbers and density by type of 
care, 1993-1999
Source: Belgian Institute for Health Insurance, FPB calculations.
There has been an increase in the number of caregivers in homes for elderly and
nursing homes for elderly between 1993 and 1999, except for paramedical staff.
This increase, however, did not compensate the increase in number of patients.
Therefore the density of caregivers per 1000 residents of institutions has de-
creased, except for physical and speech therapists. This means that fewer
caregivers are taking care of more elderly people. If the demand for long-term
care in institutions keeps rising, this tendency might cause problems.
2. Hospital beds
a. Hospital beds (in general) 
Decrease in the density of 
hospital beds in general….
Another important component of supply of health care is the number of hospital
beds that are available for patients. The OECD has gathered data on the number of
hospital beds per 1,000 inhabitants for the 1970-1997 period. Results are shown in
table 9.
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TABLE 9 - Hospital beds per 1,000 inhabitants, 1970-1997
Source: OECD.
Whereas between 1970 and 1980 the number of hospital beds per 1,000 inhabit-
ants increased from 8.3 to 9.4, the density of hospital beds has since then
decreased. By 1997, the number of hospital beds had dropped to 7.3 beds per
1,000 inhabitants. This is the consequence of the rationalisation of the health pol-
icies, older people needing care being after a while transferred to nursing homes
for elderly. Yet, given the ageing foreseeable in a next future, more older people
will need a hospitalization and this could lead to an enormous gap between the
number of hospital beds needed and the number of hospital beds available.
b. Hospital beds for long-term care
… and decrease in the 
density of hospital beds for 
long-term care
In the analysis of LTC in institutions, LTC in hospitals was not included. OCDE pro-
vides data on the number of hospital beds specific for long-term care between
1990 and 1994, as well as the number of beds per 1,000 persons aged 65 or older.
The data are shown in table 10 below.
TABLE 10 - Hospital beds for long-term care, 1990-1994
Source: OECD. 
The number of hospital beds for LTC decreased from 12,203 in 1990 to 11,507 in
1994, because of the rationalisation politcies just mentioned above. This decrease
in number of hospital beds, combined with an increasing population, leads to a
decrease in the number of hospital beds per thousand inhabitants. In 1990, there
were 8.27 hospital beds for long-term care per 1,000 people age 65 or older. By
1994, this had dropped to 7.32 per 1,000 people. 
c. Acknowledged beds in homes for elderly and nursing homes for elderly
Density of beds in homes for 
elderly decreases while it 
increases significantly in 
nursing homes for elderly
Homes for elderly and nursing homes for elderly are specialized institutions,
which give residence and care to elderly people. Table 11 shows the number of ac-
knowledged beds between 1996 and 2000 for each type of institution, as well as
the number of beds per 1,000 inhabitants older than 65 (between brackets). The
age of 65 has been taken as the lower age limit since few people under the age of
65 live in those institutions.
1970 1980 1990 1995 1996 1997
8.3 9.4 8.0 7.4 7.3 7.3
1990 1991 1992 1993 1994
Number of beds for LTC 12,203 11,603 11,625 11,559 11,507
Number of beds / 1000 people age 65+ 8.27 7.73 7.62 7.46 7.32Working Paper 11-03
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TABLE 11 - Beds in homes for elderly - nursing homes for elderly + density per 1000 inhabitants > 65, by type 
of institution, 1996-2000
Source: Belgian Institute for Health Insurance, FPB calculations.
The total number of acknowledged beds in homes for elderly and nursing homes
for elderly has increased, from 115,775 in 1996 to 124,386 in 2001. The density of
beds in the population older than 65 has increased as well, from 71.2 beds per
1,000 people in 1996 to 72.51 in 2001. This is the result of two opposite evolutions:
- The number and density of acknowledged beds in homes for elderly have
decreased, attesting a disinterest for an institutionalization when not
needed for health reasons. The number of beds dropped from 96,755 in
1996 to 90,433 in 2000, meaning a decrease of 6.5%. The density of beds in
homes for elderly dropped from 59.5 beds per 1,000 people older than 65
in 1996 to 52.7 beds in 2000.
- The number and density of acknowledged beds in nursing homes for eld-
erly have increased, being the counterpart of the rationalisation of the
hospital beds for LTC mentioned above. The number of beds increased
from 19,020 in 1996 to 33,953 in 2001, which is an increase of 78%. The
density increased from 11.7 beds per 1000 inhabitants older than 65 in
1996 to 19.8 beds in 2000.
3. Availability of informal care
The provision of informal 
care depends mainly on two 
factors…
An important part of care is provided by informal caregivers, such as partners,
children or other social network members of the person. The ‘supply’ or ‘availa-
b i l i t y ’  o f  i n f o r m a l  c a r e  d e p e n d s  o n  several factors (Jacobzone, Cambois,
Chaplain, Robine, 1998, p. 7), two of these are:
a. Participation rates of women in paid work
….women’s participation on 
the labour market...
This section will discuss on labour market evolutions. Women are the first car-
egivers for the elderly. Since they participate more on the labour market, they get
less time to care for elderly. 
b. The male/female ratio
…and the male/female ratio Since a lot of ill people are taken care of, informally, by their partner, the ‘availa-
bility’ of informal care is higher when people have a partner. When male/female
ratios are highly unbalanced, in other words, when there are many more men
than women, or vice versa, more people live without partner and are left without
this potential source of informal care.
1996 1997 1998 1999 2000






















Homes for elderly + 













The masculinity index of the population is the ratio of men to women by age
group. This index is shown in figure 22 from 1948 to 2000. Data can be found in
appendix.
FIGURE 22 - Masculinity Index, by age group, 1948 and 2000
Source: NIS.
Until the age of 55, the index remains stable around 100, there is a balanced male/
female ratio: there are about as many men as women. At older ages, the index
drops, reaching low numbers as 20 in the oldest age group in 2000. This means
that, in the oldest age group in 2000, there were 5 women for every man. This also
means that the probability not to have a partner, and thus to be without this po-
tential source of informal care, is higher. In 1948 the same pattern emerged,
though the index remained somewhat higher (less imbalanced) than in 2000
D. Household composition
Household composition is 
important for informal care
Evidence suggests that families and informal network members want to continue
to care for ill-health family members. In turn, persons who do require care want
to remain in their own homes and communities. (WHO, 1999, p. 1)
Therefore, it is interesting to study the living situation of the elderly. This section
analyses the household composition to attempt a measure of the extent to which
family members and network members are available to care for elderly. How
many (elderly) people are single, married, widowed or divorced? How many eld-
erly people live within their children’s family? And what is the average number
of people living in one household? 
1. Average household size and number of people in the household
The National Institute for Statistics regularly publishes data on the average size
of the household (HH) and the number of people that live in each household. The
more people live in one household, the bigger the probability that one of the HH
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The data on number of people in the household by gender and age-group give a
good idea of how many elderly people can rely on family members for care. 
The average household size 
in the beginning of last 
century was twice the size it 
is now
The analysis starts with a look at the evolution of the average size of the house-
hold. Figure 23 shows the results from 1900 to 1999.
FIGURE 23 - Average household size, 1900-1999
Source: NIS.
In the beginning of the previous century, every HH counted on average 4.3 people.
The average HH size has known a downward evolution since then, reaching 3.7
in 1920 and 3.0 right after the Second World War. Between 1947 and 1970, the av-
erage HH size remained more or less stable, to decrease again after 1970. In 1999,
most HH consisted of, on average, 2.4 people. Figure 23 clearly shows that house-
holds were much smaller in 1999 than in 1900. 
Composition of households 
by number of household 
members
The evolution of the proportion of single households, two-person households,
three-person households, etc. in the total number of households is given in figure
24 for the year 2001. Distinction is made between single households, and house-
holds consisting of 2, 3, 4 or 5 or more people.
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In 2001, the majority of the households consisted of less than 3 people: about 32%
of all households were single HH, and 31% of all households counted 2 members.
The proportion drops as HH size increases: three-person HH accounting for 16%
of all households and four- people HH for 14%. Only 7% of all families consisted
of five or more people. 
…and the number of smaller 
households has increased 
since 1930
Have single and two-person households always made up the majority of all
households? And has the proportion of large families always been so small? To
answer this question, graph 25 gives the evolution of the proportion of HH of each
size between 1930 and 2001.
FIGURE 25 - Proportion of households by size in total number of households, 
1930-2001
Source: NIS.
In 1930, only 10% of all households were single households, and the majority of
people lived in two- or three-person families (25% each). About 21% of all fami-
lies counted 5 people or more and 16% of the households consisted of four
members. 
The proportion of single households has thus increased significantly between
1930, and 2001: from 10% to 32%. The proportion of two-person HH increased as
well, though to a lesser extent: from 25% to 31%. The proportion of all other HH
types decreased over the period, the sharpest decrease having taken place for
households counting 5 or more people. It dropped from 21% in 1930 to only 7%
in 2001.
Household composition with 
distinction between gender
The population censuses deliver data on number of household members by gen-
der of the reference person. Many more men are reference person of a household
than women. When women are reference person, they are usually single, since in
married couples, men usually are reference person. This explains why the pro-
portion of female reference persons in bigger families is so small compared to
men.
Men live mainly in 2- or 3- 
person households…
Figure 26 shows the distribution of male reference person by household size in
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FIGURE 26 - Distribution of male reference persons by household composition, 
1947-1991
Source: NIS, Population censuses.
In 1947, about 7% of all male reference persons were single, the majority lived in
households counting 2, 3 or 4 people. Between 1947 and 1991 there has been quite
a shift in the household composition. The proportion of male reference persons
living single has doubled to more than 15%, the proportion living in 2- and 4-peo-
ple HH has increased a little bit, the proportion in other household compositions
has decreased. Often, the biggest changes took place between 1970 and 1991 and
didn’t change all that much in the 1947-1970 period.
…while women live mainly 
in single households.
Figure 27 shows the same results for female reference persons in 1947, 1970 and
1991.
FIGURE 27 - Distribution of female reference persons by household composition, 
1947-1991
Source: NIS, population census. 
In 1947, about 57% of all female reference persons were single, 25% lived in a
household with 2 people, 10% in a household of 3 people and a small minority in
bigger households. By 1991, the proportion of women living single increased
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These figures confirm earlier conclusions, namely that there has been a significant
change in HH composition. Smaller households become more important as the
number of bigger families (counting 4 or more people) drops. 
To appreciate the situation of the elderly, this paragraph ends with a look at data
on HH composition by gender and age group for the older age groups. Detailed
data can be found in appendix.
As people get older, the 
proportion living in single 
households increases
Table 12 shows the percentage of male or female reference persons by age group
and household composition in 1991 and 2001.
TABLE 12 - Household composition by age group and gender, 1991-2001
Source: NIS.
This table leads to the following conclusions:
- For men and women, the proportion of people living alone increases with age,
which means older people tend to have fewer household members to rely
on for care.
-A t  a l l  a g e s ,  women find themselves more often in a single household than men
do. But this could be due to the fact that when women live together with
other people (a man), they are not the reference person.
- For both men and women and at all ages, the proportion of single HH is
smaller in 2001 than in 1991, which could mean an improvement in the
living situation for elderly.
The decrease in the average family size and in the proportion of large households,
together with the fact that the majority of people live in single or two-person
households, lead to believe that fewer people now can rely on family members to
take care of them than a century ago. On top of that, elderly people seem to live
in single households more often than younger people do, while these are the age
group that requires most care. This might have an increasing effect in the demand
of any kind of formal care.
2. Household composition by marital status
Population by marital 
status: can people rely on a 
partner for care? 
Older people are often taken care of by their husband or wife. Therefore, it is im-
portant to know how many elderly people are single, married, divorced or
widowed. An older person living alone is more dependent on formal care than a
person who has his or her husband or wife to take care of them. 
Men Women
1991 2001 1991 2001
Single 2 or more Single 2 or more Single 2 or more Single 2 or more
65-69 14.1 85.9 14.8 85.2 79.5 20.5 78.5 21.5
70-74 16.7 83.3 16.7 83.3 84.0 16.0 82.3 17.7
75-79 23.2 76.8 20.3 79.7 87.0 13.0 84.7 15.3
80-84 33.4 66.6 25.9 74.1 88.0 12.0 86.3 13.7
85-89 44.8 55.2 38.6 61.4 88.1 11.9 87.4 12.6
>90 58.6 41.4 53.0 47.0 87.3 12.7 86.2 13.8Working Paper 11-03
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One drawback of the NIS data is that there is no separate category for people liv-
ing together without being married. Divorced people, for example, might live
together with a new partner without being married. Those people can rely on
their partner to care for them, however, in this analysis, divorced people are con-
sidered to be living by themselves. This might lead to an over-estimation of the
number of people who have to rely on formal care.
Majority of men is either 
single or married, only few 
are widowed or divorced…
To begin with the marital status, figure 28 shows the proportion of men being ei-
ther single, married, divorced or widowed, from 1965 to 2001. Data can be found
in detail in appendix.
FIGURE 28 - Marital status of men, in % of all men, 1965-2001
Source: NIS. 
… but the proportion of 
single and divorced men has 
increased since 1965
In 1965, 52% of all men were married and 43.5% were single. Only a very small
fraction of the male population was widowed, namely 3.6%. Divorced men were
almost non-existent in 1965: only 0.9% of all men were divorced. Between 1965
and 2001, the proportion of married men and widowed men has decreased, while
the proportion of men living single and divorced men increased. In 2000, 46% of
the men were married, 45% were single. The number of divorced men had in-
creased to 5%, and the number of widowed men decreased a little bit to 2.8%.
Although the majority of men in 2001 were still married, namely 46%, more men
live by themselves now than 35 years ago. Since these men cannot rely on their
partner to care for them, this might have an increasing effect on the demand for
formal care. 
Majority of women is single 
or married ….
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FIGURE 29 - Marital status of women, in % of all women, 1965-2001
Source: NIS.
In 1965, about half of all women were married and 38% were single. The propor-
tion of widowed women (10%) is a lot higher than for men. This is due to the fact
that women often live longer and outlive their partner. Similar to men, there were
almost no divorced women in 1965 (1%). 
…but the proportion of 
single and divorced women 
has increased since 1965 
Between 1965 and 2001, the proportion of married women decreased from 50% to
45%, the proportion of widowed women increased slightly until 1990 (from 11%
to 14%), to remain stable after that. The proportion of women living single first
decreased until 1990, to then increase to reach almost the same level as in 1965.
Interesting to note is the spectacular increase in the number of divorced women:
it increased from 1% in 1965 to 6% in 2001.
In 2001, still most women (45%) were married and 37% were single. About 11%
of all women were widowed and 6% was divorced. This increase in divorced
women and decrease in married women, makes it again possible that fewer wom-
en can rely on a partner to take care of them and therefore need formal care.
Marital status by age  To appreciate the situation of the elderly, figures 30 and 31 focus on the marital
status by age group in 2001, for men and women. 
Proportion of widowed 
people increases with age…
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FIGURE 31 - Marital status by age group (in %), women, 2001
Source: NIS.
Similar age-patterns can be detected for men and women. Until the age of 25, the
majority of men and women are single and this percentage drops with age start-
ing at age 20, to reach less than 10% in the oldest age groups. As people get older,
the proportion of married people gradually increases to reach its peak at age 70
for men (80% of men are married) and at age 60 for women (75% of women). After
the age of 75, the proportion of married people decreases again. This goes togeth-
er with an increase in the proportion of widowed people. Almost no-one is
widowed until the age of 70, then the proportion sharply increases with age to
reach 70-80% in highest age groups. Women become widowed at younger ages
than men do. A small proportion of people (less than 10-15%) were divorced. The
majority of divorced people can be found in age groups 40-60; at older ages the
proportion drops.
… which leaves many 
elderly without partner to 
take care of them
Among elderly people, the proportion of married people is low, and the propor-
tion of widowed people (and thus people living alone) is high (80%). This might
indicate that many elderly people will have to rely on care by children or others
or formal care, since no husband or wife is around to take care of them.
3. Household composition by relationship with other members
How are family members 
related?
Previous paragraphs covered the average size of households as well as the mari-
tal status of people. This section will conclude the analysis on household situation
and composition by looking at the relationship between household members.
The population censuses, carried out every ten years, provide information on the
relationship between HH members. In the framework of this research, it would
have been very interesting to dispose of data by age (group). Unfortunately, data
are only available for the total population, without distinction by age. 
Four types of households For every census-year, the proportion of certain types of households in total
households has been calculated by making a distinction between the following
categories, characterized by the reference person of the household: 
- Single without children;
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- Married without children;
- Married with children.
Of course, other types of households exist, for example, people cohabiting with-
out being married, but these are not taken into consideration in this analysis. 
Majority of people still live 
in married households….
The proportion of each type of household in the total numbers of households be-
tween 1961 and 2001 is shown in figure 32. 
FIGURE 32 - Household composition by relation between members, total popula-
tion, 1961-2001
Source: NIS.
…but the proportion of 
single households increases 
over time
In 1961, the majority of the households (46%) consisted of married people with
children. About 30% of all households were married couples without children.
17% of households were people living single and less than 10% were single peo-
ple with children. There has been a clear change over time. The proportion of
married couples with children decreased, to reach 31% in 2001. The proportion of
married couples without children remained fairly stable. The two other catego-
ries have increased, the proportion of single people to 34% in 2001, and they now
make up the majority of the households. The proportion of single parents has in-
creased to 12%.
Since more people tend to live alone – with or without children – and fewer peo-
ple are married, this could influence the demand for health care by older people.
Non-married people cannot rely on their husband or wife to take care of them,
and the absence of children could fasten the switch from informal to formal care.
How many elderly live with 
their children?
Another calculation based on NIS data gives the proportion of households of
which the reference person declares an elderly person lives with them in the total
number of households. Elderly living with their children usually make less use of
formal care than others do. 
In 1970, 4% of all households had an elderly person staying with them; in 1981
this was 2.67% and by 1991, the figure dropped to 1.63%. This decreasing trend in
the number of elderly people who live with their children has continued since
then: in 1998, only 1.33% of all households had an elderly living with them and
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or children to take care of them when they’re older, and that the ageing of the
population might lead to an increase in demand for formal care.
Conclusions on household 
composition
This chapter carried out a thorough analysis of household structure, size and
composition based on NIS data. This analysis has lead to following conclusions: 
a) The average size of households has decreased during the past century.
What’s more, the majority of all households are single and two-person
ones. Households with more members become scarce. This conclusion
holds even when looking separately at male and female reference per-
sons.
b) As people get older, the proportion of married people drops and the pro-
portion of widowed people increases significantly. This means that at
older ages, more people are left living alone, without someone to depend
on.
c) The number of married couples and families with children decreases in
favour of people living single without children.
d) Fewer families take in an elderly person to live with them.
Unfortunately, this analysis didn’t include many data on the living situation of
elderly people. Therefore, the next section tries to elaborate more on that.
4. Elderly people 
To face this scarcity of the NIS data on elderly people living with children or other
family members, the demographic department at the Flemish University of Brus-
sels,. provided some more detailed information on the living situation of some
elderly in 1991.
Two groups of elderly people 
living with family members
The data are based on the Population census itself lying on the National Popula-
tion Register (NR), and thus on the legal place of residency. In the NR, elderly
living with their (grand) children can be found in two groups:
- Elderly HH members, who aren’t the reference person or their partner, but
are (grand) mother, (grand) father or father- or mother in law of the refer-
ence person. 
- Older reference person with (grown-up) children (in-law) living with
them.
Category one: elderly HH members who are (grand) mother or father (in-law)
This group consists of (grand) parents who have moved in with their (grand) chil-
dren who aren’t financially or otherwise dependent from them. In 1991, this
group counted approximately 65,000 people, among which 51,000 women. Re-
sults are shown in table 13.Working Paper 11-03
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TABLE 13 - (Grand) parents (in law) living with (grand) children (in law), by age group, 1991
Source: VUB, NR.
Category 2: Older reference person with children (in law) living with him/her
This is a very heterogeneous group. Grandchildren are not included. Data can
concern children who never left their parents’ house, children who returned after
a divorce, sick children, disabled children or children who move in to take care of
their parents. In other words, it can concern an arrangement of care in both direc-
tions: from parent to children or from children to parent. Distinction by age group
can more or less clarify the sort of relation, but one has to interpret these data with
caution. Data are shown in table 14.
TABLE 14 - Older reference people with children living with them, by age group, 1991
Source: VUB, NR.
In the two youngest age categories, the high percentage of reference persons hav-
ing children living with them is the normal outcome of postponed parenthood,
especially since reference persons are usually men. These data are only included
here as they don’t say anything about provision of care by children to their par-
ents, on the contrary. 
After the age of 70, it occurs less frequently that subsequent generations live to-
gether, and it is only from that age on, that the percentages can be an indication
of provision of care by children to their parents. 10.7% of all older reference per-
sons between ages 70-79 had children living with them, in the two oldest age
groups this was between 8 and 7%. 
Keeping in mind that the data shown here include only part of all elderly people
(for example, elderly people living with children and the children are reference
person), the conclusion can be that only a very small part of elderly people lives
with their children.
Father (in law) Mother (in law) Grandfather Grandmother
50-59 775 1828 0 1
60-69 2260 6248 3 27
70-79 3641 13749 45 214
80-89 5087 22357 91 485
90-99 1553 6254 31 203
100+ 42 111 1 6
Total 13358 50547 171 936
Total number of 
reference persons
Reference persons with children (in law) 
living with them
% of reference persons that have children (in law) 
living with them
50-59 652.200 298.349 45.75%
60-69 684.925 144.617 21.11%
70-79 452.258 48.702 10.77%
80-89 246.426 19.190 7.78%
90+ 29.741 2.173 7.31%Working Paper 11-03
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Elderly people can rely less 
on family members for care 
than before
All of these developments are to the detriment of older people, who can rely less
on husband or wife, or on children to take care of them in their old days. The ris-
ing individualism in the lifestyle could result in an increased need for formal
assistance. Family relationships still exist, but parents as well as children are de-
manding more independence. The percentage of elderly people living alone is
increasing steadily.
Therefore, as population increases and informal care becomes less available, the
demand for formal care to elderly will increase in the future. This trend becomes
even stronger when looking at the developments that have taken place in the la-
bour market. This is analysed in the next chapter.
E. Labour market developments
(Female) Labour market 
participation influences 
provision of informal care
Since a lot of care for elderly people is provided at home, informally by the hus-
b a n d ,  w i f e  o r  c h i l d r e n ,  i t  i s  i m p o r t a n t  t o  h a v e  a  l o o k  a t  l a b o u r  m a r k e t
developments. Increasing participation rates, the steadily growing proportion of
women participating in labour market, as well as the growing number of people
working part-time, have lead to more people being at work now than some 50
years ago. This might be interesting from an economical point of view, but this
also means that fewer people (especially women) have time to take care of older
people. 
This section describes the evolution of labour market participation rates and the
development of part-time employment. Also it gives reasons for which people
opt to work part-time instead of full-time and informs on the labour market leg-
islation, which has facilitated women to enter the labour market.
1. Labour market participation rates
The global labour market participation rates indicate the proportion of the active
population (aged 18-64) that are willing to participate in the labour market,
whether they are currently working or not. These are the people currently at work
plus the number of people currently unemployed actively looking for work, but
also unemployed people older than 50 who are no more looking for a job as well
as people having temporarily interrupted their career and early retirees. In what
follows, participation rates refer to this broad concept.
Higher participation 
potentially means less time 
for informal care
The evolution of labour market participation rates is important for the provision
of informal care for elderly. As more people participate in the labour market, they
have less time left to take care of other people. Therefore, as labour market par-
ticipation rates increase, more elderly people will have to rely on formal long-
term care. 
Decrease in labour market 
participation of men since 
1947
The evolution of the participation rates between 1947 and 2050 is first examined.
Figure 33 shows the labour market participation rates for men, by age group, in
1947 and 2050. Detailed data can be found in appendix.Working Paper 11-03
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FIGURE 33 - Labour market participation rates, by age group, men, 1947-2050
Source: FPB data.
The labour market participation rate–curve by age for men has the typical re-
versed U-shape. The rates are lower in younger and older age groups, and higher
in middle age groups. This goes for 1947 as well as 2050, though the U-shape is
much stronger in 2050. The lower participation rates in younger age groups can
be explained by the fact that people receive education longer. In higher age
groups it is due to people retiring sooner from the labour market.
The 2050-curve lies totally beneath the 1947-curve, which means that at all ages
the labour force participation of men will be lower in 2050 than it was in 1947. The
difference is biggest in youngest and oldest age groups, which can be explained
by the increase in the statutory learning age from 14 to 18 and the increasing pop-
ularity of early retirement. In the middle age groups, the difference is almost non-
existent.
In 2050, only 9.8% of the men between 15 and 19 would participate in the labour
force. As men get older, this rate would increases, to reach 96% at the age of 30. It
then would remain rather stable until the age of 50-54. Then, men would gradu-
ally start to retire and withdraw from the labour market. Of all men between 60
and 65, less than 60% would participate, in the oldest age group, this would be
even less (1%).
Significant increase in 
labour market participation 
of women
Figure 34 shows the participation rates for women, by age group, in 1947 and
2050.
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Whereas the participation-curve by age for women in 1947 sloped downward, in
2050 it would be shaped totally differently and come close to the reverse U-
shaped pattern as encountered for the male population. This is an enormous
evolution.
Interesting to note is that the 2000 and 2050 curves lay above the 1947 curve, ex-
cept for younger and older age groups (due to statutory learning age and early
retirement). This means that women between the age of 20 and 60 participate
more in the labour market than before. What’s more is that women don’t seem to
withdraw from the labour market when they have children. They continue to par-
ticipate. In 1947, this was certainly not the case: the highest rates were found in
the youngest age groups and then, as soon as women became mothers, dropped.
This evolution over time is due to the enormous amount of measures taken by the
government to encourage women to work and to facilitate the combination of
motherhood and work (for example, the right to maternal leave).
In 2050, less than 7% of women between 15 and 19 would participate in the labour
force. This percentage would then increase with age, to reach its peak at age 25-
29 (about 90% participation). Then the rates gradually would decrease again, to
reach 87% at the age of 40-44, 85% at the age of 50-54 and finally less than 40% for
women older than 60.
Women caught up on men 
on the labour market
The next step is to look at the difference between men and women. Figure 35
shows the participation curve by age for men and women in 1947, figure 36 does
so for 2050 based on projections. The picture for the year 2001 is comparable to
the situation in 2050.
FIGURE 35 - Labour market participation rates, by age group and gender, 1947
Source: FPB data.
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These figures show the evolution of the labour market participation rates, as well
as the catch-up women are doing relative to men. In 1947, the male curve had the
reverse U-shape, whereas the female curve was rather flat and decreasing. The fe-
male curve lay significantly lower than the male curve, implying that fewer
women participated in the labour market than men.
In 2050, the situation is expected to be totally different. First of all, the female
curve will also have the reverse U-shape. Women will no longer withdraw from
the labour market once they have children, but will combine work and childcare.
Secondly, the female curve will lay close to the male curve, both genders reaching
almost the same participation rates. 
Women now, compared to some 50 years ago, participate more in the labour mar-
ket, and do so for a longer time. This can have serious consequences for the
provision of informal care. As more women enter the labour market, fewer wom-
en have time to care for elderly people. These now have to rely more on formal
care, possibly in institutions.
2. Weekly working hours
How many hours do people 
work?
Not only is it important to know what percentage of the population participates
on the labour market, another interesting issue is how many hours people work
per week. An increase in the average weekly working hours would imply that
people have, in general, less time for other activities, such as caring for older peo-
ple. Therefore, figure 37 gives the evolution of average weekly working hours.
Data come from the NIS Labour Force Survey (LFS), 1983-2000.
FIGURE 37 - Average number of weekly working hours, by gender, 1983-2000
Source: NIS Labour Force Survey, 1983-2000 and proper calculations.
Men work more hours a 
week than women
From this graph, two conclusions can be drawn:
a) Women work, on average, fewer hours a week than men, and the difference
seems to have increased over time. In 1983, the difference between aver-
age working hours of men and women was 4.9 hours. In 2000, this differ-
ence had increased to 7.4 hours.
b) For both men and women, the average number of hours worked per week has
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hours worked per week by men dropped from 38.8 in 1983 to 37.8 in 2000.
For women, the number dropped from 33.9 to 30.4.
From these data, it would be easy to conclude that, since people work fewer hours
per week, on average, they have more time for other activities than before. How-
ever, it is important to know whether the decrease in working hours is due to a
great number of people working 1 or 2 hours less, or due to a maybe smaller
number of people working 10 hours less. Working one or two hours less a week
might not have that big an influence on the provision of informal care. 
Majority of men works 37 
hours a week or more
Therefore the working population has been broken down into categories accord-
ing to number of hours worked per week. This, and the importance of each
category, is shown in figure 38, for men, and in figure 39 for women, for 1983 on
one hand, and 2000 on the other hand.
FIGURE 38 - Number of hours worked per week by men, in% of working popula-
tion, 1983-2000
Source: NIS Labour Force Survey.
Most men (38%) work 37-38 hours per week, the second biggest group works 39-
40 hours per week and the third group (20%) works more than 40 hours per week.
The proportion of men working less than 37 hours per week is extremely small,
less than 15% of the men in 2000. 
Looking at the evolution over time, the proportion of men working 37-38 hours
and 40 hours or more has remained quite stable. There was a drop in the percent-
age of men working 39-40 hours, from 32% in 1983 to 25% in 2000. This was then
compensated by a small increase in the percentage of men working 11-20 hours
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Group of women works 11-
30 hours a week, other group 
works 37 hours a week or 
more
FIGURE 39 - Number of hours worked per week by women, in% of working popula-
tion, 1983-2000
Source: NIS Labour Force Survey.
The picture for women has another profile. In 1983, most women (32%) worked
37-38 hours, 21% of the women worked 39-40 hours and 13% worked 40 hours or
more. The importance of categories with less working hours was significantly
smaller. 
In 2000, again, the biggest part of women (28%) worked 37-38 hours per week.
However, the number of women working 39-40 hours and 40 hours or more had
decreased significantly. These two categories now account respectively for ‘only’
11 and 8 per cent of female working population. On the other hand, the number
of women working between 11 and 30 hours increased to almost 18%.
From these data the conclusion can be that the rather small decrease in average
working hours for men was due to a smaller proportion of men working 39-40
hours, and more men working 11-30 hours. However, this evolution is not that
important since it involves only a few men. 
More women work fewer 
hours a week
The evolution for women is far more important. The increasing popularity of
part-time work has caused more women to work 11-30 hours, and fewer women
to work 38 hours or more. It would be wrong to conclude that women have more
time for informal care since they work less. This information has to be combined
with data on labour market participation. A bigger proportion of women might
work fewer hours a week, but more women work. Thus, it might very well be that
women, who used to be unemployed, now work, which has a negative influence
on the provision of informal care.
3. Part-time employment
Part-time employment can be described as any type of employment during
which people work less hours per week than average. Thus, it includes people
working 1/3 as well as 1/2 or 4/5 of the total normal weekly working hours.
Part-time employment 
allows finding a balance 
between work and family
The evolution of part-time (PT) employment is important because it allows people
who have responsibilities at home (care of children, elderly…) to combine this
task with labour participation. The impact of PT employment on the provision of
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work full-time to take care of other people without losing all their income. On the
other hand, working PT entices people previously not working to enter the labour
market, leaving them with less time to take care of other people. 
a. Data and graphs
Incredible increase in PT 
employment for women
The evolution of part-time employment as percentage of full employment by gen-
der between 1953 and 1995 is shown in figure 40. 
FIGURE 40 - Part-time as% of total employment, by gender, 1953-1995
Source: FPB calculations.
Two conclusions can be drawn:
a) The importance of PT work has steadily increased since 1953, especially for
women. For men, it increased from 0.3% of total employment in 1953 to
2.9% in 1995. For women, the percentage has soared since 1953, rising
from 5% to 30% in 1995. 
b) There’s a difference between genders in PT employment. Even though the
percentage for men has risen over time, no more than 5% of all men
works part-time. PT work seems to be a feminine phenomenon: in 1953 about
5% of working women worked PT, in 1983 this had risen to 15%, and in
1995 it reached 30%.
The next step in the analysis is to look at the PT employment rates by age group
and gender. This is shown in figure 41 for 1999, based on the NIS LFS. 
PT employment as transition 
to and from labour market 
for men …
FIGURE 41 - Percentage of part-time in total employment, by gender and age 
group, 1999
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Although in 1999, only 5% of all working men did so PT, there are two age groups
in which this percentage is higher. In the youngest age group (14-19), about 27%
of all men worked PT. This could be the result of men combining their job with
education or training. Once the age of 20 is reached, PT employment drops to 3-
4%, only to increase again in the oldest age group (60+). This can be explained by
the decision of some men to retire gradually, and work PT for a while before leav-
ing the labour market. 
… while it is a common 
phenomenon for women at 
all ages.
For women, the situation is different. In 1999, 39% of working women worked PT.
The variation across age is a lot smaller than for men. Again, the percentage is
rather high in the youngest group (41%), and then drops slightly to 26% for wom-
en aged 25-29. Then it starts to increase again, to reach levels around 40%, and a
peak again in the highest age group (50%). As for men, education and gradual re-
tirement might explain the higher percentages in the youngest and oldest age
groups. However, the elevated percentages in the other age groups indicate that
women might have other responsibilities besides work (housekeeping, child care,
taking care of elderly….).
The conclusions of point a can be: 
Working PT is mostly a feminine thing. Almost 30% of women work PT, compared
to 5% of men. The higher percentages in younger and older age groups can be ex-
plained by education and gradual retirement, both for men and women. The
higher percentages for women in the middle-age groups, however, indicate that
there might be another reason for women to work PT than for men. This is ana-
lysed in the following section.
b. Reasons for part-time employment
The previous section made obvious that a significant bigger proportion of women
works PT than of men. This section analyses the reasons for which people choose
to work PT instead of full-time. This is checked because one can suspect that tak-
ing care of elderly people (and children) is mostly a feminine task, and that
women decide to work PT to have time to care for others. The reasons for men to
work part-time might be completely different. Data for this analysis come from
the NIS LFS, and include only people who were working part-time at the time.
The possible reasons for part-time employment are:
a) No full-time employment found/wanted;
b) Other part-time employment completes this job;
c) Combination of job and education/training;
d) Not able to work due to handicap;
e) Child care;
f) Other personal or family related reasons;
g) Other reason.
The following analysis only withdraws the most important reasons given by the
respondents; the other categories are put together as ‘rest’.Working Paper 11-03
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Men work part-time because 
no full-time was found or 
combination with education
Figure 42 shows the reasons for part-time employment for men in 2000.
FIGURE 42 - Reasons for PT employment, men, 2000
Source: NIS Labour Force Survey.
Of all men working PT in 2000, 34% did so because full-time employment was not
found. About 17% of the men had other reasons, of which 16% personal or family
related reasons. Nine per cent of PT working men did so to combine their job with
training or education, or because they don’t wish to work full-time. Other reasons
mentioned in the list above account for 15%. Only 2% of PT working men did so
to take care of children. 
Women work part-time due 
to personal and family 
related issues
Figure 43 shows the reasons for working part-time for women in 2000.
FIGURE 43 - Reasons for part-time employment, women, 2000
Source: NIS Labour Force Survey. 
Almost a third of all women working PT did so to take care of children. Ranked
second are personal and family related reasons, which account for 27%. One fifth
(21%) of the women couldn’t find a full-time job. Those were the three main rea-
sons for working PT. No full-time wanted and other reasons each account for 9%.
Thus, the reasons for men and women to work part-time are very different. Men
work mostly part-time because they can’t find or don’t want a full-time job or for
family or other personal reasons. Women work part-time mainly to take care of



























While 34% of men work PT because they couldn’t find a full-time job, only 21% of
the women do so for this reason. On the other hand, 27% of the women work PT
to take care of children, as opposed to 2% of men. The same difference, though
smaller, goes for personal and other family related reasons. For women, this ac-
counts for 26% as main reason, for men only 15%. For both men and women,
about 9% chose PT work because full-time work wasn’t wanted.
These data lead to believe that women mostly take care of family (elderly people)
and children. Therefore the evolution of the female labour force participation
rates as well as the legislation on equal opportunities for men and women on the
labour market might have a negative effect on the provision of informal care.
More women participate on the labour market today, so they have less time to
take care of elderly (and children). The elderly people depend therefore more on
formal care now than some 50 years ago.
c. Legislation
Legislation to support 
female labour participation
The increase in popularity of part-time work can partly be due to the measures
taken by the government to make part-time work attractive to people, by giving
them better rights. These are some examples of what can play in favour of PT
work.
Part-time workers have the same rights as full-time workers do, in correspond-
ence with the hours of work they perform.
Labour legislation is applicable on both part-time and full-time work.
No special statute exists for part-time workers, but new modalities have been
incorporated.
The labour contract signed for part-time employment, should be drawn up sepa-
rately for every part-time worker, at the latest at the moment at which the
employee starts to work. This document should mention what part-time arrange-
ment and working hours were agreed upon. These working hours may be
flexible.
For unemployment benefits, it is important to know whether a person works full-
time or part-time, as well as the category of part-time work. To benefit from un-
employment benefits, one has to work at least 12 hours a week or 1/3 of the
normal average weekly working hours.
Ideally, in the future, a comprehensive legal framework should be established to
make sure part-time workers enjoy the same rights as full-time workers. But re-




In the past decades, remarkable developments have taken place on the labour
market, which may have consequences for the provision of informal care, and
thus for the demand of formal care. 
On one hand, the proportion of women participating on the labour market has
known a significant increase. The participation pattern of women now approach-
es the pattern of men, which means less women stop working when they get
married and have children, and women continue to work until higher ages than
before.
On the other hand, data show that women, on average, work fewer hours during
the week. This is confirmed by the fact that part-time work is a feminine thing.
Many women work part-time, but only few men do. Thus, women participate
more than half a century ago, but the number of hours they work is less than that
of men. 
The increase in part-time work can have a dual effect on the supply of informal
care by women:
- It allows women who used to work full-time, to switch to part-time work
to take care of elderly people, what causes an increase in supply of infor-
mal care.
- It could entice some women who until now didn’t work at all, to start
working part-time and combine labour and care activities, what causes a
decrease in supply of informal care.
On average, it is safe to say that the increasing labour participation of women re-
duces the time they have left to care for others and therefore has a negative effect




This paper studied the use of and need for health care by elderly people, the sup-
ply of health care, the living and family situation of elderly people as well as
labour market evolutions. As mentioned in the introduction, the authors are well
aware that the information collected can certainly be improved by more detailed
data and refinement of the concepts. Yet, this paper already leads to interesting
conclusions on the impact of population ageing and other developments in soci-
ety on demand for health care.
Expected increase in 
demand for health care due 
to population ageing…
Concerning demand for health care, an important finding is that there is a positive
relation between age and the demand for and use of health care. The number of
hospital admissions, as well as the length of hospital stays increase with age. Sim-
ilarly, people contact their doctor more often as they get older. Only for contacts
with specialists, the relationship is less clear. These findings show that as the pop-
ulation ages, the demand for health care will increase.
Looking specifically at long-term care, our results confirm the positive relation-
ship between age and the use of health care. Demand for long-term care at home
increases with age and increases with the degree of dependence. No clear evolu-
tion in time could be detected. Other services provided to the elderly at home
exist. For example, home delivered meals and help in the household for elderly
people. Data show that the demand for both services increases with age. 
Formal long-term care is provided in two types of institutions. The homes for eld-
erly are places where elderly people live together and receive help in household
and daily activities. In nursing homes for elderly, nursing care is also provided.
Of all institutionalized people, 60-70% live in homes for elderly. The percentage
of population living in either institution increases with age as well and increases
with degree of dependence. Also, the percentage has risen between 1996 and
2001.
All these findings lead to conclude that as people get older, demand for health
care increases, whether it be contacts with a GP, hospital admissions or long-term
care. Therefore, with the prospect of a population ageing, one can expect an in-
crease in demand for and use of health care.
…but decrease in the 
provision of formal care, 
especially in elderly 
institutions
Is there enough supply to deliver the demanded health care? The second chapter
covers several components of health care supply. The density of most caregivers per
1,000 inhabitants has increased between 1993 and 2000, indicating an increase in
supply of health care. However, the density of caregivers in homes for elderly and
nursing homes for elderly decreased significantly, meaning fewer people have to
take care of an increasing population living in institutions. What’s more, the den-
sity of hospital beds and beds in LTC institutions has decreased as well. All thisWorking Paper 11-03
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seems to indicate that, specifically for elderly people, the supply of health care
might not be sufficient to cover the future increase in demand.
Can informal care 
compensate the shortage of 
formal care?
Fortunately, there is still informal care, provided by partners, children or other
people. The availability of this kind of care depends on several factors, the first
being the household situation of the elderly people. The more household members
there are, the more elderly people can rely on them to be taken care of without
having to resort to formal care.
Evolution in household 
composition leaves many 
elderly to fend for 
themselves
Data show however, that the average household size has decreased, meaning
fewer family members can be relied on to provide care. The proportion of people
living in households that count more than 3 people has decreased significantly,
while the number of elderly people living single or being divorced has increased.
On top of all that, the percentage of households that have an elderly person living
with them decreased too. All these developments mean that elderly people can
less depend on others to provide care, what makes them rely more on formal care.
Increased female labour 
participation decreases 
provision of informal care
Lastly, labour market developments that have taken place the last decennia have a
double influence on the provision of informal care. On one hand, the labour force
participation rates of women increased significantly, which means they have less
time to care for others. On the other hand, the proportion of women working
part-time increased, which means they actually might have some time left to care
for others. Especially since most women working part-time indicate they do so to
provide care in some way, either to children or to elderly. 
In short, this research paper shows that, given the fact that population is ageing
and people are getting older, an increase in demand for health care can be expect-
ed. The question remains how this demand can be met. The provision of informal
care might not be sufficient and even decrease in the future due to household and
labour market developments. This means formal care will have to increase to
meet the demand. More effort should be put in developing services to the elderly
at home, but also developing the homes for elderly and nursing homes for elder-
ly, making sure enough caregivers are available and all sorts of care are accessible
to people. Only then will elderly people be able to be sure to be taken care off in
their old days.
This working paper collects in a first attempt a lot of data to approach the volume
and evolution of the use of health and nursing care by the elderly. Yet the authors
are well aware of the limitations of the present study which can certainly be im-
proved by more detailed data and refinement of the concepts.Working Paper 11-03
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A.Number of hospital admissions 
TABLE 15 - Number of hospital admissions for MEN, by age group, 1991-2000
Source: Ministry of Public Health, MKG.
TABLE 16 - Number of hospital admissions for WOMEN, by age group, 1991-2000
Source: Ministry of Public Health, MKG.
1991 1992 1993 1995 1996 1997 1998 1999 2000
0 36,662 40,750 41,757 39,928 40,095 69,697 69,800 65,744 86,170
1-4 36,622 37,601 38,754 37,949 35,195 34,193 33,626 30,330 29,796
5-14 43,830 45,055 42,361 41,040 38,913 38,620 35,572 37,573 36,691
15-24 58,511 58,278 53,906 51,068 47,905 46,017 43,880 43,964 42,631
25-34 69,621 70,330 64,586 63,377 61,050 59,121 57,920 57,173 54,936
35-44 73,108 75,567 71,278 74,633 73,745 74,314 74,594 77,300 76,461
45-54 74,318 78,904 77,420 84,026 87,443 89,490 93,555 97,125 99,269
55-64 104,321  107,819 107,482 108,255 107,991 105,345 105,296 106,844 107,657
65-74 109,995 120,434 127,210 138,896 142,927 143,597 147,056 148,832 147,450
75+ 95,100 96,116 94,261 99,226 106,465 109,699 116,513 132,254 136,598
Total 702,088 730,854 719,015 738,398 741,729 770,093 777,812 797,139 731,489
1991 1992 1993 1995 1996 1997 1998 1999 2000
0 28,867 32,256 33,255 32,437 33,115 60,548 60,416 58,613 76,790
1-4 25,473 25,931 27,675 27,460 25,927 25,456 25,794 23,345 23,310
5-14 33,000 33,972 31,850 31,950 30,076 30,025 28,934 29,349 28,892
15-24 95,117 93,953 87,756 82,264 78,166 75,089 72,479 68,985 67,517
25-34 171,218 173,716 167,549 162,359 160,933 158,425 155,902 154,746 150,860
35-44 94,143 98,237 96,007 97,602 97,304 97,041 98,019 103,134 101,476
45-54 76,115 79,761 78,347 82,368 85,156 85,948 89,529 93,842 93,447
55-64 88,748 90,650 89,734 92,783 92,051 89,313 90,394 91,915 91,519
65-74 102,459 111,589 118,202 129,890 133,562 132,591 134,914 135,836 134,239
75+ 152,599 155,126 155,571 162,895 173,173 177,896 184,324 206,914 210,653
Total 867,739 895,191 885,946 902,008 909,463 932,332 940,705 966,679 901,913Working Paper 11-03
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B.Average length of hospital stay
TABLE 17 - Average length of hospital stay – MEN, by age group, 1991-2000
Source: Ministry of Public Health, MKG.
TABLE 18 - Average length of hospital stay – WOMEN, by age group, 1991- 2000
Source: Ministry of Public Health, MKG.
1991 1992 1993 1995 1996 1997 1998 1999 2000
0 7.5 7.2 6.3 5.9 5.7 5.6 5.6 5.1 5.1
1-4 5.2 5.2 4.0 3.7 3.8 3.8 3.9 3.8 3.8
5-14 5.0 4.9 3.5 3.3 3.3 3.3 3.2 3.3 3.3
15-24 6.2 6.1 4.5 4.3 4.2 4.1 4.0 4.1 4.1
25-34 7.2 7.0 5.2 4.9 4.8 4.7 4.5 4.8 4.7
35-44 8.4 8.1 6.2 6.0 5.8 5.6 5.4 5.6 5.7
45-54 9.4 9.0 7.3 7.0 6.8 6.6 6.5 6.9 6.7
55-64 11.0 10.6 9.1 8.6 8.3 8.2 7.9 8.3 8.1
65-74 13.1 12.6 11.1 10.7 10.3 10.1 9.8 10.2 10.0
75+ 18.0 17.5 16.0 15.1 14.5 14.0 13.3 14.4 14.1
Total 10.2 9.9 8.4 8.1 8.0 7.8 7.6 8.1 7.9
1991 1992 1993 1995 1996 1997 1998 1999 2000
0 7.7 7.4 6.4 5.9 5.9 5.7 5.7 5.2 5.1
1-4 5.5 5.4 4.2 4.0 4.0 4.0 4.1 4.1 4.0
5-14 5.2 5.1 3.8 3.6 3.6 3.6 3.7 3.7 3.6
15-24 6.3 6.2 4.8 4.6 4.5 4.5 4.4 4.4 4.4
25-34 7.0 6.8 5.4 5.3 5.3 5.2 5.2 5.1 5.1
35-44 7.8 7.6 5.8 5.7 5.6 5.5 5.4 5.5 5.4
45-54 9.2 8.9 7.1 6.8 6.8 6.7 6.5 6.7 6.7
55-64 11.4 11.0 9.1 8.7 8.3 8.1 7.9 8.2 8.0
65-74 14.8 14.2 12.4 12.0 11.5 11.1 10.7 11.3 11.2
75+ 21.1 20.5 18.7 17.5 16.9 16.2 15.6 17.2 16.8
Total 11.0 10.7 9.1 8.9 8.7 8.5 8.3 8.9 8.8Working Paper 11-03
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C.Contacts with general practitioner
TABLE 19 - Percentage of the population having had contact with doctor at least once in the past year
Source: Health Interview Survey, 1997 and 2001.
TABLE 20 - Average number of contacts with general practitioner during the past year
Source: Health Interview Survey, 1997 and 2001.
1997 2001 
Men Women Men Women
0-4 81.70 82.90 79.50 74.10
5-14 76.80 75.30 75.40 75.30
15-24 67.70 85.20 69.40 84.20
25-34 69.70 79.80 72.20 81.90
35-44 69.30 81.20 74.30 79.50
45-54 75.40 79.20 74.10 81.10
55-59 78.20 83.10 84.80 89.40
60-64 83.30 87.20 83.40 83.60
65-69 79.80 90.40 90.60 96.50
70-74 91.20 92.60 90.70 95.50
75-79 83.20 90.60 91.70 97.10
80+ 94.00 98.80 94.20 98.20
Total 74.40 82.70 77.40 84.10
1997 2001
Men Women Men Women
0-4 5.90 6.80 6.00 4.90
5-14 2.60 4.60 2.80 2.90
15-24 3.70 5.00 4.60 6.10
25-34 2.70 5.20 4.00 5.90
35-44 4.50 5.50 4.00 6.60
45-54 5.40 6.30 5.60 6.10
55-64 6.90 9.40 7.10 10.30
65-74 8.30 11.10 8.90 11.60
75+ 10.00 17.60 12.10 13.90
Total 4.80 7.00 5.50 7.50Working Paper 11-03
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D. Average number of contacts with specialist
TABLE 21 - Average number of contacts with specialist
Source: Health Interview Survey, 1997 and 2001.
E. People in need for long term care at home
TABLE 22 - Number of people receiving long term care at home, by age group and degree of dependence. 
Total number and percentage in population, 1998-2001
Source: Belgian Institute for Health Insurance
1997 2001
Men Women Men Women
0-4 3.5 2.9 2.3 3.9
5-14 1.5 1.7 1.6 1.7
15-24 1.4 2.6 3.2 2.9
25-34 1.4 4.4 2.0 3.4
35-44 1.4 3.1 2.3 3.1
45-54 1.7 4.2 2.5 4.2
55-64 2.3 2.8 4.8 4.1
65-74 2.9 3.5 5.2 4.2
75+ 3.6 1.4 2.5 4.6
Total 1.8 3.2 2.9 3.5
0-59 60-74 75-79 80-84 85-89 90-94 95+ Total
#%#%#%#%#%#%#% # %
1998
Bathroom 3,986 0.05 14,925 1.0 13,890 4.3 14,054 7.5 14,763 11.9 5,759 13.1 935 10.0 68,312 0.67
A 2,065 0.03 5,686 0.4 4,828 1.5 4,596 2.5 5,129 4.2 2,505 5.7 569 6.1 25,378 0.25
B 2,341 0.03 4,262 0.3 3,263 1.0 3,195 1.7 3,870 3.1 2,214 5.0 708 7.6 19,853 0.19
C 1,517 0.02 1,781 0.1 1,146 0.4 1,078 0.6 1,384 1.1 906 2.1 380 4.1 8,192 0.08
Total 9,909 0.12 26,654 1.8 23,127 7.1 22,923 12.2 25,146 20.3 11,384 25.9 2,592 27.7 121,735 1.19
1999
Bathroom 4,388 0.05 16,475 1.1 15,069 4.1 14,005 8.2 13,466 10.7 4,694 10.2 670 6.7 68,767 0.7
A 2,372 0.03 6,153 0.4 5,020 1.4 4,837 2.8 4,901 3.9 2,233 4.9 428 4.3 25,944 0.3
B 2,547 0.03 4,924 0.3 3,647 1.0 3,395 2.0 3,923 3.1 2,095 4.6 565 5.7 21,096 0.2
C 1,715 0.02 1,906 0.1 1,285 0.4 1,162 0.7 1,481 1.2 829 1.8 331 3.3 8,709 0.1
Total 11,022 0.14 29,458 1.9 25,021 6.9 23,399 13.7 23,771 18.8 9,851 21.4 1,994 19.9 124,516 1.2
2000
Bathroom 3,624 0.05 12,225 0.8 11,959 3.1 11,745 6.9 12,209 9.5 5,034 10.8 867 8.3 57,663 0.6
A 2,335 0.03 5,810 0.4 5,069 1.3 5,020 2.9 5,558 4.3 2,895 6.2 750 7.2 27,437 0.3
B 2,572 0.03 4,655 0.3 3,730 1.0 3,608 2.1 4,317 3.3 2,635 5.6 945 9.0 22,462 0.2
C 1,983 0.02 2,142 0.1 1,686 0.4 1,651 1.0 1,801 1.4 1,185 2.5 489 4.7 10,937 0.1
Total 10,514 0.13 24,832 1.7 22,444 5.9 22,024 13.0 23,885 18.5 11,749 25.2 3,051 29.08 118,499 1.2
2001
Bathroom 3,776 0.05 12,182 0.8 11,922 3.1 12,942 6.8 11,430 9.1 5,132 10.8 896 8.2 58,280 0.6
A 2,583 0.03 5,789 0.4 5,245 1.4 5,595 2.9 5,358 4.3 2,977 6.2 722 6.6 28,269 0.3
B 2,874 0.04 4,762 0.3 3,951 1.0 4,164 2.2 4,381 3.5 2,775 5.8 1,025 9.3 23,932 0.2
C 2,304 0.03 2,349 0.2 2,066 0.5 2,258 1.2 2,110 1.7 1,396 2.9 602 5.5 13,085 0.1
Total 11,537 0.14 25,082 1.7 23,184 6.1 24,959 13.1 23,279 18.5 12,280 25.7 3,245 29.5 123,566 1.2Working Paper 11-03
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F. Home delivered meals
TABLE 23 - Percentage of population making use of home-delivered meals, by age group and gender
Source: Health Interview Survey, 1997 and 2001.
G.Home care
TABLE 24 - Percentage of population receiving home care, by age group and gender
Source: Health Interview Survey, 1997 and 2001.
1997 2001







65-74 1.1 1.05 1.9 2.4
75-79 5.37 6.11 5.3 5.0
80-84 5.80 11.57 6.8 15.6
85+ 17.78 16.0 23.9 14.6
1997 2001
Men Women Men Women
0-14 0.1 0.1 0.3 0.2
15-24 1.3 0.1
25-34 0.3 0.5 0.1 1.0
35-44 0.4 0.7 0.3 0.6
45-54 0.7 0.7 1.4
55-64 0.4 0.8 1.4 2.0
65-74 1.6 4.4 4.0 6.3
75+ 4.5 12.2 19.3 33.2Working Paper 11-03
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H.People in need for long term care in institutions
TABLE 25 - Number of people living in homes for elderly (ROB) or nursing home for elderly (RVT), by age 
group and degree of dependence. Total number and percentage in population, 1995-2001




B 43 0.0 355 0.02 264 0.1 600 0.3 694 0.6 2,452 0.02
C 162 0.0 1,675 0.11 1,531 0.7 3,445 1.5 4,077 3.5 14,502 0.14
Total 205 0.0 2,030 0.13 1,795 0.8 4,045 1.8 4,771 4.1 16,954 0.17
ROB
O 602 0.01 4,865 0.19 3,272 1.4 6,805 3.0 6,733 5.8 25,993 0.26
A 273 0.00 2,316 0.09 1,905 0.8 4,344 1.9 5,004 4.3 17,001 0.17
B 330 0.00 2,298 0.09 1,792 0.8 4,048 1.8 4,805 4.2 16,580 0.16
C 220 0.00 2,016 0.08 1,932 0.8 4,712 2.1 5,844 5.1 19,566 0.19
Total 1,425 0.02 11,495 0.45 8,901 3.8 19,909 8.9 22,386 19.3 79,140 0.78
RVT+ROB
O 602 0.01 4,865 0.19 3,272 1.4 6,805 3.0 6,733 5.8 25,993 0.26
A 273 0.00 2,316 0.09 1,905 0.8 4,344 1.9 5,004 4.3 17,001 0.17
B 373 0.00 2,653 0.10 2,056 0.9 4,648 2.1 5,499 4.8 19,032 0.19
C 382 0.00 3,691 0.15 3,463 1.5 8,157 3.6 9,921 8.6 34,068 0.34
Total 1,630 0.02 13,525 0.53 10,696 4.5 23,954 10.8 27,157 23.5 96,094 0.95
1996
RVT
B 71 0.00 398 0.03 315 0.12 661 0.30 743 0.63 485 0.99 2,673 0.03
C 320 0.00 2,032 0.13 1,826 0.70 3,941 1.80 4,425 3.73 3,653 7.43 16,197 0.16
Total 391 0.00 2,430 0.16 2,141 0.82 4,602 2.11 5,168 4.35 4,138 8.41 18,870 0.19
ROB
O 766 0.01 4,752 0.31 3,314 1.27 6,694 3.07 6,295 5.30 3,161 6.43 24,982 0.25
A 475 0.01 2,760 0.18 2,187 0.84 4,842 2.22 5,342 4.50 3,135 6.37 18,741 0.18
B 538 0.01 2,709 0.18 2,138 0.82 4,758 2.18 5,117 4.31 3,241 6.59 18,501 0.18
C 406 0.01 2,545 0.17 2,340 0.90 5,618 2.57 6,597 5.56 5,106 10.38 22,612 0.22
Total 2,185 0.03 12,766 0.84 9,979 3.84 21,912 10.03 23,351 19.67 14,643 29.77 84,836 0.84
RVT+ROB
O 766 0.01 4,752 0.31 3,314 1.27 6,694 3.07 6,295 5.30 3,161 6.43 24,982 0.25
A 475 0.01 2,760 0.18 2,187 0.84 4,842 2.22 5,342 4.50 3,135 6.37 18,741 0.18
B 609 0.01 3,107 0.20 2,453 0.94 5,419 2.48 5,860 4.94 3,726 7.58 21,174 0.21
C 726 0.01 4,577 0.30 4,166 1.60 9,559 4.38 11,022 9.28 8,759 17.81 38,809 0.38




B 103 0.00 357 0.02 373 0.13 552 0.27 732 0.61 453 1.07 123 1.40 2,693 0.03
C 288 0.00 1,814 0.12 1,936 0.66 3,265 1.59 4,601 3.82 3,188 7.54 1,153 13.11 16,245 0.16
Total 391 0.00 2,171 0.14 2,309 0.79 3,817 1.85 5,333 4.42 3,641 8.62 1,276 14.51 18,938 0.19
ROB
O 503 0.01 2,880 0.19 4,237 1.45 5,045 2.45 6,484 5.38 4,797 11.35 1,669 18.98 25,615 0.25
A 394 0.00 2,629 0.17 2,471 0.84 4,269 2.07 5,851 4.85 3,278 7.76 841 9.57 19,733 0.19
B 487 0.01 2,343 0.15 2,330 0.80 3,991 1.94 5,343 4.43 3,060 7.24 801 9.11 18,355 0.18
C 395 0.00 2,371 0.16 2,850 0.97 4,915 2.39 7,139 5.92 4,719 11.17 1,636 18.61 24,025 0.24
Total 1,779 0.02 10,223 0.67 11,888 4.06 18,220 8.85 24,817 20.59 15,854 37.52 4,947 56.27 87,728 0.86
RVT+ROB
O 503 0.01 2,880 0.19 4,237 1.45 5,045 2.45 6,484 5.38 4,797 11.35 1,669 18.98 25,615 0.25
A 394 0.00 2,629 0.17 2,471 0.84 4,269 2.07 5,851 4.85 3,278 7.76 841 9.57 19,733 0.19
B 590 0.01 2,700 0.18 2,703 0.92 4,543 2.21 6,075 5.04 3,513 8.31 924 10.51 21,048 0.21
C 683 0.01 4,185 0.28 4,786 1.64 8,180 3.97 11,740 9.74 7,907 18.71 2,789 31.72 40,270 0.40
Total 2,170 0.03 12,394 0.82 14,197 4.85 22,037 10.70 30,150 25.01 19,495 46.13 6,223 70.78 106,666 1.05
1998
RVT
B 113 0.00 467 0.03 510 0.16 581 0.31 939 0.76 570 1.29 153 1.64 3,333 0.03
C 340 0.00 2,117 0.14 2,570 0.79 3,604 1.92 5,684 4.60 3,897 8.85 1,479 15.82 19,691 0.19
Total 453 0.01 2,584 0.17 3,080 0.94 4,185 2.23 6,623 5.36 4,467 10.15 1,632 17.46 23,024 0.23
ROB
O 668 0.01 4,150 0.27 4,068 1.25 5,059 2.69 6,992 5.66 3,558 8.08 903 9.66 25,398 0.25
A 377 0.00 2,403 0.16 2,582 0.79 3,503 1.86 5,189 4.20 3,231 7.34 798 8.54 18,083 0.18
B 500 0.01 2,414 0.16 2,709 0.83 3,631 1.93 5,539 4.48 3,316 7.53 960 10.27 19,069 0.19
C 359 0.00 2,194 0.14 3,011 0.92 3,997 2.13 6,655 5.38 4,473 10.16 1,549 16.57 22,238 0.22
Total 1,904 0.02 11,161 0.74 12,370 3.79 16,190 8.62 24,375 19.72 14,578 33.11 4,210 45.04 84,788 0.83
RVT+ROB
O 668 0.01 4,150 0.27 4,068 1.25 5,059 2.69 6,992 5.66 3,558 8.08 903 9.66 25,398 0.25
A 377 0.00 2,403 0.16 2,582 0.79 3,503 1.86 5,189 4.20 3,231 7.34 798 8.54 18,083 0.18
B 613 0.01 2,881 0.19 3,219 0.99 4,212 2.24 6,478 5.24 3,886 8.83 1,113 11.91 22,402 0.22
C 699 0.01 4,311 0.28 5,581 1.71 7,601 4.05 12,339 9.98 8,370 19.01 3,028 32.40 41,929 0.41
Total 2,357 0.03 13,745 0.91 15,450 4.73 20,375 10.84 30,998 25.08 19,045 43.25 5,842 62.50 107,812 1.06
0-59 60-74 75-79 80-84 85-89 90-94 95+ Total
#%#%#%#%#%#%#% # %Working Paper 11-03
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Source: Belgian institute for health insurance and proper calculations. 
1999
RVT
B 112 0.00 613 0.04 717 0.20 763 0.45 1,278 1.01 825 1.79 237 2.37 4,545 0.04
C 436 0.01 2,540 0.17 3,271 0.91 4,105 2.40 6,969 5.52 4,969 10.81 1,835 18.38 24,125 0.24
Total 548 0.01 3,153 0.21 3,988 1.11 4,868 2.84 8,247 6.53 5,794 12.60 2,072 20.76 28,670 0.28
ROB
O 692 0.01 4,121 0.27 4,319 1.20 4,693 2.74 7,381 5.84 3,809 8.28 1,045 10.47 26,060 0.26
A 432 0.01 2,436 0.16 2,763 0.77 3,289 1.92 5,237 4.15 3,196 6.95 877 8.79 18,230 0.18
B 517 0.01 2,381 0.16 2,863 0.79 3,478 2.03 5,789 4.58 3,477 7.50 999 10.01 19,483 0.19
C 365 0.01 2,114 0.14 2,929 0.81 3,446 2.01 5,981 4.74 4,055 8.82 1,530 15.33 20,420 0.20
Total 2,006 0.03 11,052 0.73 12,874 3.57 14,906 8.70 24,397 19.32 14,507 31.55 4,451 44.59 84,193 0.82
RVT+ROB
O 692 0.01 4,121 0.27 4,319 1.20 4,693 2.74 7,381 5.84 3,809 8.28 1,045 10.47 26,060 0.26
A 432 0.01 2,436 0.16 2,763 0.77 3,289 1.92 5,237 4.15 3,196 6.95 877 8.79 18,230 0.18
B 629 0.01 2,994 0.20 3,580 0.99 4,241 2.48 7,067 5.60 4,272 9.29 1,236 12.38 24,028 0.24
C 801 0.01 4,654 0.31 6,200 1.72 7,551 4.41 12,950 10.25 9,024 19.62 3,365 33.71 44,545 0.44
Total 2,554 0.03 14,205 0.94 16,862 4.67 19,774 11.55 32,644 25.85 20,301 44.15 6,523 65.35 112,863 1.11
2001
RVT
B 171 0.00 858 0.06 1,102 0.29 1,426 0.75 2,001 1.59 1,478 3.09 476 4.33 7,512 0.07
C 554 0.01 2,826 0.19 3,839 1.01 5,392 2.83 7,994 6.35 6,682 13.97 2,816 25.61 30,103 0.29
Total 725 0.01 3,684 0.25 4,941 1.29 6,818 3.58 9,995 7.94 8,160 17.07 3,292 29.94 37,615 0.37
ROB
O 705 0.01 3,967 0.27 4,062 1.06 5,426 2.85 7,014 5.57 4,677 9.78 1,603 14.58 27,454 0.27
A 407 0.01 2,313 0.16 2,482 0.65 3,479 1.82 4,849 3.85 3,491 7.30 1,046 9.51 18,067 0.18
B 477 0.01 2,045 0.14 2,464 0.65 3,565 1.87 4,818 3.83 3,580 7.49 1,181 10.74 18,130 0.18
C 334 0.00 1,718 0.12 2,305 0.60 3,247 1.70 4,866 3.87 3,845 8.04 1,673 15.22 17,988 0.18
Total 1,923 0.02 10,043 0.67 11,313 2.96 15,717 8.24 21,547 17.12 15,593 32.61 5,503 50.05 81,639 0.80
RVT+ROB
O 705 0.01 3,967 0.27 4,062 1.06 5,426 2.85 7,014 5.57 4,677 9.78 1,603 14.58 27,454 0.27
A 407 0.01 2,313 0.16 2,482 0.65 3,479 1.82 4,849 3.85 3,491 7.30 1,046 9.51 18,067 0.18
B 648 0.01 2,903 0.19 3,566 0.93 4,991 2.62 6,819 5.42 5,058 10.58 1,657 15.07 25,642 0.25
C 888 0.01 4,544 0.30 6,144 1.61 8,639 4.53 12,860 10.22 10,527 22.02 4,489 40.83 48,091 0.47
Total 2,648 0.03 13,727 0.92 16,254 4.26 22,535 11.82 31,542 25.06 23,753 49.68 8,795 77.99 119,254 1.16
0-59 60-74 75-79 80-84 85-89 90-94 95+ Total
#%#%#%#%#%#%#% # %Working Paper 11-03
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I. Masculinity index
TABLE 26 - Masculinity index in 1948, 1975 and 2000 by age group
Source: FPB - NIS population data and proper calculations.
J. Household composition
TABLE 27 - Households counting 1, 2, 3, 4 or 5 and more people, 1930-2001, men and women in percent
Source: NIS.
1948 1975 2000
0-4 104.01 105.29 104.34
5-9 102.20 104.57 104.69
10-14 102.09 104.42 105.18
15-19 101.48 104.26 104.16
20-24 104.85 105.50 102.21
25-29 104.10 105.54 102.49
30-34 102.37 103.81 103.27
35-39 100.88 101.31 102.68
40-44 99.77 99.98 101.80
45-49 97.24 98.33 102.09
50-54 91.19 96.39 101.41
55-59 88.81 92.94 98.32
60-64 88.74 87.43 93.49
65-69 87.08 79.10 86.94
70-74 84.26 70.15 77.32
75-79 79.08 60.82 65.92
80-84 69.97 53.11 52.23
85-89 57.48 51.41 38.96
90-94 46.29 46.24 27.12
95-99 34.44 41.35 19.73
1234 > = 5 T o t a l
1930 11.00 25.60 25.00 17.10 21.30 100.00
1947 15.90 30.80 24.10 14.30 14.90 100.00
1961 16.83 30.95 21.56 14.61 16.05 100.00
1970 18.78 30.16 20.13 14.80 16.12 100.00
1981 23.20 29.71 19.98 15.72 11.38 100.00
1990 29.33 28.98 18.50 14.99 8.20 100.00
1991 29.48 29.21 18.35 14.93 8.03 100.00
1992 29.50 29.44 18.25 14.88 7.93 100.00
1993 29.61 29.65 18.10 14.80 7.85 100.00
1994 29.58 29.92 17.96 14.75 7.80 100.00
1995 29.65 30.20 17.79 14.65 7.71 100.00
1996 29.87 30.41 17.59 14.52 7.62 100.00
1997 30.20 30.56 17.35 14.36 7.53 100.00
1998 30.56 30.75 17.11 14.15 7.44 100.00
1999 30.90 30.92 16.87 13.96 7.35 100.00
2000 31.19 31.10 16.64 13.81 7.27 100.00
2001 31.63 31.17 16.43 13.60 7.16 100.00Working Paper 11-03
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TABLE 28 - Households  counting 1, 2, 3 , 4, 5, 6, 7, 8, 9 or 10 and more people, by gender of reference person, 
1947-1991, in percent
Source: NIS, population census data.
1947 1961 1970 1981 1991






























1 7.53 56.68 7.03 63.66 7.80 67.27 10.73 68.79 15.69 66.98
2 32.11 24.21 32.96 21.31 32.66 19.16 32.78 18.48 32.85 19.70
3 26.94 10.32 24.34 8.26 23.03 7.33 23.39 7.54 21.88 8.79
4 16.35 4.51 16.91 3.65 17.41 3.30 19.17 3.11 19.17 3.07
5 8.24 2.10 9.19 1.70 9.64 1.57 8.40 1.26 7.16 0.99
6 4.19 0.99 4.81 0.75 4.98 0.72 3.39 0.48 2.16 0.32
7 2.18 0.46 2.37 0.36 2.36 0.34 1.27 0.20 0.65 0.10
8 1.17 0.25 1.22 0.18 1.10 0.16 0.50 0.08 0.25 0.04
9 0.59 0.12 0.57 0.07 0.53 0.08 0.21 0.03 0.11 0.01
10+ 0.71 0.36 0.61 0.06 0.50 0.08 0.15 0.03 0.09 0.01Working Paper 11-03
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TABLE 29 - Households counting 1, 2, 3, 4 or 5 and more people, by gender and age group of reference per-
son , in 1991 and 2001 in percent
Single HH 2-person HH 3-person HH 4-person HH 5+ person HH
1991
Men
<20 83.65 10.60 5.00 0.66 0.09
20-24 36.70 42.57 15.96 3.89 0.88
25-29 21.86 31.54 27.74 14.96 3.90
30-34 16.50 13.63 25.28 31.66 12.93
35-39 14.22 9.52 22.15 34.57 19.53
40-44 12.87 10.47 23.23 33.29 20.15
45-49 12.49 16.43 25.70 27.49 17.90
50-54 12.11 28.58 27.05 19.23 13.03
55-59 12.01 43.83 25.02 11.88 7.27
60-64 12.97 56.27 20.12 6.77 3.87
65-69 14.12 65.35 14.59 3.81 2.13
70-74 16.67 68.26 11.13 2.48 1.46
75-79 23.25 65.78 8.24 1.66 1.06
80-84 33.43 58.18 6.26 1.24 0.89
85-89 44.86 47.86 5.21 1.28 0.78
>90 58.62 34.88 4.72 1.03 0.76
Total 16.31 32.66 21.72 19.00 10.32
Women
<20 88.73 9.71 1.25 0.23 0.08
20-24 74.80 18.99 4.88 1.07 0.25
25-29 63.01 23.08 9.98 2.96 0.97
30-34 45.45 26.87 18.37 6.61 2.70
35-39 35.89 28.63 23.12 8.47 3.90
40-44 34.82 30.20 23.15 8.32 3.50
45-49 42.87 29.62 18.11 6.54 2.85
50-54 54.33 27.04 12.26 4.22 2.15
55-59 64.32 23.52 7.89 2.68 1.59
60-64 72.86 19.46 5.07 1.63 0.97
65-69 79.51 15.31 3.22 1.13 0.82
70-74 83.99 12.23 2.33 0.80 0.64
75-79 87.03 10.23 1.71 0.59 0.45
80-84 88.03 9.44 1.68 0.52 0.32
85-89 88.08 9.41 1.77 0.44 0.30
>90 87.26 9.86 2.13 0.45 0.29
Total 68.36 18.94 8.42 2.90 1.39Working Paper 11-03
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Source: NIS, population census data.
2001
Men
<20 86.01 10.85 2.86 0.23 0.05
20-24 52.05 34.83 10.13 2.37 0.62
25-29 32.61 35.24 20.50 9.16 2.49
30-34 23.30 18.35 23.72 25.74 8.89
35-39 19.12 11.11 18.63 33.47 17.66
40-44 17.44 10.84 18.56 32.47 20.69
45-49 16.35 15.99 23.21 27.71 16.74
50-54 15.69 30.08 26.34 18.37 9.51
55-59 15.26 46.87 22.95 9.86 5.06
60-64 14.77 59.61 17.34 5.20 3.08
65-69 14.83 67.13 13.13 3.06 1.84
70-74 16.75 69.66 10.34 2.04 1.22
75-79 20.32 69.02 8.25 1.48 0.94
80-84 25.92 65.20 6.96 1.21 0.71
85-89 38.63 54.16 5.63 1.01 0.58
>90 53.06 41.29 4.21 0.96 0.48
Total 19.73 35.10 18.79 17.25 9.14
Women
<20 80.86 15.95 2.70 0.44 0.05
20-24 62.41 25.90 8.74 2.35 0.60
25-29 54.26 26.24 12.76 4.80 1.93
30-34 40.26 26.14 19.66 9.43 4.52
35-39 31.18 25.85 24.16 12.41 6.41
40-44 30.56 28.20 24.53 11.23 5.49
45-49 39.48 30.73 19.71 7.06 3.01
50-54 53.51 29.74 11.90 3.45 1.40
55-59 66.82 24.04 6.40 1.78 0.95
60-64 74.23 19.65 4.13 1.22 0.78
65-69 78.57 16.60 3.12 0.96 0.76
70-74 82.29 13.90 2.43 0.79 0.59
75-79 84.70 12.07 2.05 0.69 0.50
80-84 86.30 10.84 1.89 0.55 0.42
85-89 87.41 10.03 1.80 0.45 0.30
>90 86.23 10.92 2.10 0.42 0.33
Total 62.30 21.06 10.36 4.22 2.07
Single HH 2-person HH 3-person HH 4-person HH 5+ person HHWorking Paper 11-03
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K.Marital status
TABLE 30 - Marital status by gender, without distinction by age
Source: NIS.
Single Married Divorced Widowed Total
Men
1947 44.44 50.57 0.72 4.28 100.00
1962 43.05 52.43 0.79 3.74 100.00
1963 43.19 52.31 0.81 3.69 100.00
1964 43.38 52.19 0.80 3.64 100.00
1965 43.50 52.11 0.81 3.59 100.00
1966 43.61 52.02 0.81 3.56 100.00
1967 43.69 51.95 0.83 3.53 100.00
1968 43.72 51.93 0.85 3.50 100.00
1969 43.70 51.95 0.87 3.48 100.00
1970 43.62 52.04 0.89 3.46 100.00
1971 43.49 52.16 0.91 3.44 100.00
1972 43.40 52.23 0.95 3.41 100.00
1973 43.27 52.34 1.00 3.38 100.00
1981 42.22 52.77 1.87 3.13 100.00
1989 41.77 51.75 3.34 3.13 100.00
1990 41.72 51.69 3.49 3.10 100.00
1991 41.71 51.60 3.62 3.06 100.00
1992 41.81 51.40 3.76 3.04 100.00
1993 42.18 50.90 3.92 3.00 100.00
1994 42.42 50.54 4.08 2.96 100.00
1995 42.69 50.13 4.25 2.93 100.00
1996 42.98 49.45 4.66 2.91 100.00
1997 43.15 49.29 4.82 2.74 100.00
1998 43.62 48.42 5.12 2.85 100.00
1999 44.00 47.82 5.34 2.84 100.00
2000 44.36 47.26 5.56 2.83 100.00
2001 44.29 47.28 5.73 2.70 100.00
Women
1947 40.03 49.04 0.93 10.00 100.00
1962 38.03 50.20 1.04 10.74 100.00
1963 38.09 50.08 1.04 10.79 100.00
1964 38.19 49.92 1.05 10.84 100.00
1965 38.24 49.81 1.06 10.89 100.00
1966 38.25 49.74 1.07 10.94 100.00
1967 38.19 49.72 1.09 11.00 100.00
1968 38.09 49.73 1.11 11.07 100.00
1969 38.07 49.67 1.13 11.14 100.00
1970 37.78 49.84 1.15 11.24 100.00
1971 37.55 49.96 1.17 11.32 100.00
1972 37.34 50.06 1.22 11.38 100.00
1973 37.11 50.17 1.27 11.46 100.00
1981 35.36 50.50 2.21 11.93 100.00
1989 34.09 49.62 3.78 12.50 100.00
1990 34.00 49.54 3.95 12.50 100.00
1991 33.99 49.46 4.10 12.45 100.00
1992 34.08 49.27 4.27 12.39 100.00
1993 34.45 48.82 4.44 12.29 100.00
1994 34.66 48.49 4.63 12.21 100.00
1995 34.90 48.13 4.83 12.14 100.00
1996 35.18 47.49 5.26 12.08 100.00
1997 35.78 47.26 5.38 11.59 100.00
1998 35.79 46.49 5.80 11.92 100.00
1999 36.18 45.92 6.06 11.84 100.00
2000 36.55 45.38 6.31 11.75 100.00
2001 36.89 45.37 6.42 11.33 100.00Working Paper 11-03
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TABLE 31 - Marital Status – MEN – by age group
Single Married Divorced Widowed Total
1947
0-4 100.00 0.00 0.00 0.00 100.00
5-9 100.00 0.00 0.00 0.00 100.00
10-14 100.00 0.00 0.00 0.00 100.00
15-19 99.29 0.71 0.00 0.00 100.00
20-24 78.07 21.83 0.04 0.06 100.00
25-29 38.72 60.54 0.47 0.27 100.00
30-34 20.17 78.10 1.09 0.64 100.00
35-39 14.93 82.57 1.49 1.02 100.00
40-44 11.90 84.80 1.67 1.68 100.00
45-49 9.11 86.72 1.51 2.66 100.00
50-54 7.75 86.96 1.27 4.01 100.00
55-59 7.69 84.96 1.12 6.24 100.00
60-64 8.42 80.19 0.98 10.41 100.00
65-69 9.01 73.35 0.85 16.79 100.00
70-74 9.25 63.61 0.69 26.46 100.00
75-79 9.43 51.04 0.55 38.98 100.00
80-84 8.77 37.95 0.35 52.92 100.00
85+ 9.31 23.82 0.26 66.61 100.00
Total 44.44 50.57 0.72 4.28 100.00
1961
0-4 100.00 0.00 0.00 0.00 100.00
5-9 100.00 0.00 0.00 0.00 100.00
10-14 100.00 0.00 0.00 0.00 100.00
15-19 99.36 0.63 0.00 0.00 100.00
20-24 70.74 29.20 0.04 0.02 100.00
25-29 26.55 72.94 0.40 0.10 100.00
30-34 14.70 84.11 0.98 0.21 100.00
35-39 10.95 87.28 1.32 0.45 100.00
40-44 9.03 88.59 1.63 0.74 100.00
45-49 9.04 87.74 1.77 1.45 100.00
50-54 9.19 86.50 1.83 2.48 100.00
55-59 8.41 85.50 1.64 4.45 100.00
60-64 7.19 83.68 1.41 7.72 100.00
65-69 6.54 79.54 1.04 12.87 100.00
70-74 6.90 70.83 0.84 21.43 100.00
75-79 7.42 57.87 0.68 34.02 100.00
80-84 7.94 42.46 0.57 49.03 100.00
85+ 7.61 25.78 0.37 66.24 100.00
Total 43.05 52.43 0.79 3.73 100.00Working Paper 11-03
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1970
0-4 100.00 0.00 0.00 0.00 100.00
5-9 100.00 0.00 0.00 0.00 100.00
10-14 100.00 0.00 0.00 0.00 100.00
15-19 98.97 1.02 0.00 0.01 100.00
20-24 64.54 35.34 0.08 0.04 100.00
25-29 21.98 77.23 0.66 0.12 100.00
30-34 12.52 85.88 1.36 0.23 100.00
35-39 10.08 87.75 1.74 0.43 100.00
40-44 9.28 88.04 1.96 0.72 100.00
45-49 8.28 88.50 1.90 1.32 100.00
50-54 7.64 88.33 1.83 2.20 100.00
55-59 8.03 86.26 1.80 3.91 100.00
60-64 8.32 83.21 1.65 6.82 100.00
65-69 7.53 79.35 1.41 11.71 100.00
70-74 6.62 72.24 1.13 20.01 100.00
75-79 6.15 62.48 0.78 30.59 100.00
80-84 6.57 47.60 0.57 45.26 100.00
85+ 7.22 29.04 0.56 63.18 100.00
Total 43.49 52.16 0.91 3.44 100.00
1981
0-14 100.00 0.00 0.00 0.00 100.00
15-19 99.31 0.69 0.00 0.00 100.00
20-24 71.37 28.45 0.16 0.02 100.00
25-29 26.82 71.48 1.61 0.10 100.00
30-34 13.41 82.97 3.40 0.21 100.00
35-39 9.57 85.74 4.32 0.37 100.00
40-44 8.62 86.40 4.30 0.69 100.00
45-49 8.18 86.75 3.85 1.21 100.00
50-54 8.04 86.45 3.38 2.13 100.00
55-59 7.41 86.21 2.83 3.55 100.00
60-64 6.96 84.94 2.52 5.58 100.00
65-69 7.31 80.83 2.20 9.70 100.04
70-74 7.66 74.23 1.94 16.16 100.00
75-79 6.99 65.00 1.55 26.46 100.00
80-84 6.36 51.25 1.18 41.20 100.00
85-89 5.88 37.45 0.78 55.88 100.00
90-94 6.59 22.84 0.65 69.91 100.00
95-99 6.62 14.16 0.52 78.70 100.00
100+ 7.41 12.96 4.19 75.44 100.00
Total 42.22 52.77 1.87 3.13 100.00




0-14 100.00 0.00 0.00 0.00 100.00
15-19 99.84 0.16 0.00 0.00 100.00
20-24 85.47 14.46 0.07 0.01 100.00
25-29 43.07 55.29 1.59 0.05 100.00
30-34 21.22 73.41 5.21 0.17 100.00
35-39 12.83 78.75 8.07 0.35 100.00
40-44 9.43 81.17 8.76 0.65 100.00
45-49 7.94 82.66 8.28 1.13 100.00
50-54 7.68 83.64 6.69 1.99 100.00
55-59 7.51 84.00 5.16 3.34 100.00
60-64 7.21 83.43 3.93 5.43 100.00
65-69 6.56 81.77 3.09 8.58 100.00
70-74 6.31 77.60 2.56 13.53 100.00
75-79 6.61 69.13 2.09 22.16 100.00
80-84 6.96 56.54 1.65 34.85 100.00
85-89 6.45 40.96 1.36 51.23 100.00
90-94 5.75 24.59 1.00 68.66 100.00
95-99 6.67 15.56 0.39 77.39 100.00
100+ 6.73 6.73 0.00 86.54 100.00
Total 41.72 51.69 3.49 3.10 100.00
2001
0-4 100.00 0.00 0.00 0.00 100.00
5-9 100.00 0.00 0.00 0.00 100.00
10-14 99.99 0.01 0.00 0.00 100.00
15-19 95.39 4.59 0.01 0.01 100.00
20-24 56.31 43.26 0.21 0.22 100.00
25-29 24.53 73.49 1.05 0.93 100.00
30-34 14.46 81.76 1.76 2.02 100.00
35-39 11.63 83.54 1.88 2.94 100.00
40-44 10.61 82.95 1.84 4.59 100.00
45-49 10.35 80.48 1.63 7.54 100.00
50-54 10.91 76.31 1.35 11.43 100.00
55-59 11.75 69.62 1.27 17.36 100.00
60-64 11.97 61.91 1.23 24.88 100.00
65-69 12.29 51.78 1.09 34.84 100.00
70-74 12.60 39.47 0.90 47.03 100.00
75-79 13.21 26.35 0.72 59.72 100.00
80-84 13.59 14.81 0.62 70.99 100.00
85+ 13.78 6.68 0.45 79.09 100.00
Total 40.03 49.04 0.93 10.00 100.00
Single Married Divorced Widowed TotalWorking Paper 11-03
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TABLE 32 - Marital Status – WOMEN – by age group
Single Married Divorced Widowed Total
1947
0-4 100.00 0.00 0.00 0.00 100.00
5-9 100.00 0.00 0.00 0.00 100.00
10-14 99.99 0.01 0.00 0.00 100.00
15-19 95.39 4.59 0.01 0.01 100.00
20-24 56.31 43.26 0.21 0.22 100.00
25-29 24.53 73.49 1.05 0.93 100.00
30-34 14.46 81.76 1.76 2.02 100.00
35-39 11.63 83.54 1.88 2.94 100.00
40-44 10.61 82.95 1.84 4.59 100.00
45-49 10.35 80.48 1.63 7.54 100.00
50-54 10.91 76.31 1.35 11.43 100.00
55-59 11.75 69.62 1.27 17.36 100.00
60-64 11.97 61.91 1.23 24.88 100.00
65-69 12.29 51.78 1.09 34.84 100.00
70-74 12.60 39.47 0.90 47.03 100.00
75-79 13.21 26.35 0.72 59.72 100.00
80-84 13.59 14.81 0.62 70.99 100.00
85+ 13.78 6.68 0.45 79.09 100.00
Total 40.03 49.04 0.93 10.00 100.00
1961
0-4 100.00 0.00 0.00 0.00 100.00
5-9 100.00 0.00 0.00 0.00 100.00
10-14 100.00 0.00 0.00 0.00 100.00
15-19 94.17 5.81 0.01 0.01 100.00
20-24 43.53 56.15 0.20 0.12 100.00
25-29 14.52 84.32 0.82 0.38 100.04
30-34 9.91 87.95 1.39 0.75 100.00
35-39 9.45 87.29 1.76 1.50 100.00
40-44 8.97 85.88 2.11 3.03 100.00
45-49 9.17 82.76 2.27 5.80 100.00
50-54 9.12 79.18 2.10 9.59 100.00
55-59 9.14 73.19 1.81 15.85 100.00
60-64 9.48 64.02 1.45 25.05 100.00
65-69 10.47 53.04 1.22 35.30 100.00
70-74 11.63 40.09 1.14 47.14 100.00
75-79 11.79 27.60 1.08 59.53 100.00
80-84 12.30 16.23 1.00 70.47 100.00
85+ 13.02 7.23 0.79 78.96 100.00
Total 38.02 50.20 1.04 10.74 100.00Working Paper 11-03
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1970
0-4 100.00 0.00 0.00 0.00 100.00
5-9 100.00 0.00 0.00 0.00 100.00
10-14 100.00 0.00 0.00 0.00 100.00
15-19 93.15 6.82 0.01 0.02 100.00
20-24 40.08 59.44 0.32 0.16 100.00
25-29 11.66 86.64 1.25 0.46 100.00
30-34 7.25 90.03 1.91 0.82 100.00
35-39 6.62 89.80 2.15 1.43 100.00
40-44 7.07 87.85 2.28 2.80 100.00
45-49 7.67 84.81 2.33 5.19 100.00
50-54 7.93 80.54 2.18 9.35 100.00
55-59 8.21 74.40 2.03 15.36 100.00
60-64 8.56 65.44 1.85 24.14 100.00
65-69 8.92 53.68 1.53 35.87 100.00
70-74 9.46 40.19 1.27 49.04 99.96
75-79 10.76 27.62 1.05 60.57 100.00
80-84 12.01 16.07 1.03 70.90 100.00
85+ 12.64 7.22 0.98 79.16 100.00
Total 37.55 49.96 11.32 1.18 100.00
1981
0-14 99.997 0.003 0.000 0.000 100.00
15-19 94.673 5.291 0.018 0.018 100.00
20-24 47.239 52.042 0.584 0.136 100.00
25-29 15.269 81.563 2.755 0.413 100.00
30-34 7.768 87.050 4.383 0.798 100.00
35-39 5.765 87.709 5.041 1.486 100.00
40-44 5.356 87.507 4.633 2.503 100.00
45-49 5.591 85.858 4.017 4.533 100.00
50-54 6.320 81.958 3.472 8.250 100.00
55-59 7.152 75.485 2.980 14.383 100.00
60-64 7.547 66.832 2.732 22.890 100.00
65-69 8.092 55.303 2.475 34.130 100.00
70-74 8.599 41.653 2.212 47.535 100.00
75-79 9.07 27.79 1.78 61.36 100.00
80-84 9.89 16.02 1.46 72.64 100.00
85-89 11.07 8.45 1.25 79.23 100.00
90-94 13.30 3.72 1.27 81.71 100.00
95-99 12.61 1.99 1.44 83.96 100.00
100+ 10.75 0.54 2.15 86.56 100.00
Total 35.36 50.50 2.21 11.93 100.00




0-14 100.00 0.00 0.00 0.00 100.00
15-19 98.32 1.68 0.00 0.00 100.00
20-24 66.98 32.60 0.35 0.06 100.00
25-29 26.53 70.05 3.10 0.32 100.00
30-34 12.75 79.59 6.90 0.76 100.00
35-39 7.69 81.70 9.22 1.38 100.00
40-44 5.47 82.53 9.67 2.33 100.00
45-49 4.78 82.45 8.66 4.11 100.00
50-54 4.90 81.61 6.60 6.89 100.00
55-59 5.34 77.64 5.00 12.03 100.00
60-64 6.33 69.46 4.07 20.14 100.00
65-69 6.96 58.06 3.47 31.52 100.00
70-74 7.62 44.30 2.77 45.31 100.00
75-79 7.97 30.71 2.61 58.71 100.00
80-84 8.62 17.57 2.23 71.58 100.00
85-89 9.44 8.30 1.79 80.47 100.00
90-94 10.47 3.42 1.57 84.54 100.00
95-'99 13.06 1.40 1.54 84.00 100.00
100+ 19.12 0.98 0.74 79.17 100.00
Total 34.00 49.54 3.95 12.50 100.00
2001
0-14 100.00 0.00 0.00 0.00 100.00
15-19 98.88 1.11 0.00 0.00 100.00
20-24 84.31 15.26 0.41 0.02 100.00
25-29 48.91 47.51 3.40 0.18 100.00
30-34 25.46 66.17 7.89 0.48 100.00
35-39 15.64 72.10 11.25 1.01 100.00
40-44 10.28 73.83 13.94 1.96 100.00
45-49 7.18 74.62 14.84 3.35 100.00
50-54 5.28 75.48 13.58 5.66 100.00
55-59 4.52 74.90 11.10 9.48 100.00
60-64 4.57 71.72 8.35 15.37 100.00
65-69 5.01 64.17 6.11 24.72 100.00
70-74 5.89 51.64 4.66 37.81 100.00
75-79 6.74 36.62 3.57 53.06 100.00
80-84 7.32 22.29 2.87 67.52 100.00
85-89 8.10 10.21 2.48 79.21 100.00
90-94 9.10 3.83 2.44 84.63 100.00
95-'99 10.63 1.24 1.88 86.26 100.00
Total 36.89 45.37 6.42 11.33 100.00
Single Married Divorced Widowed TotalWorking Paper 11-03
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L. Family situation
TABLE 33 - Men and women
Source: NIS.
M.Labour force participation rates










































1961 2,997,448 508,607 217,034 885,275 1,386,532 16.97 7.24 29.53 46.26 100.00
1970 3,199,155 607,381 228,479 903,913 1,459,382 18.99 7.14 28.25 45.62 100.00 128,901 4.03
1981 3,608,178 837,268 301,457 882,666 1,586,787 23.20 8.35 24.46 43.98 100.00 111,191 3.08
1991 3,799,068 1,123,671 361,850 903,616 1,409,931 29.58 9.52 23.79 37.11 100.00
1998 3,976,716 1,276,907 438,813 941,467 1,319,529 32.11 11.03 23.67 33.18 100.00 45,398 1.14
1999 3,996,006 1,300,520 454,470 942,008 1,299,008 32.55 11.37 23.57 32.51 100.00 43,984 1.10
2001 4,042,375 1,353,013 489,100 944,051 1,256,211 33.47 12.10 23.35 31.08 100.00 41,642 1.03
1947 1950 1955 1960 1965 1970 1975 1980 1985 1990 1995 2000 2001 2050
15-19 71.1 66.0 58.3 51.6 46.1 41.3 33.5 29.3 15.9 9.5 8.6 10.5 10.9 9.8
20-24 84.9 85.5 86.4 87.4 85.7 83.3 80.6 79.6 70.5 60.0 60.3 61.7 62.5 63.8
25-29 95.6 96.1 96.6 97.1 96.8 96.0 96.5 96.0 95.4 94.1 93.1 92.4 91.6 94.7
30-34 96.6 96.9 97.4 97.8 97.6 97.4 97.9 97.5 97.5 96.2 94.9 95.9 96.0 96.2
35-39 96.3 96.4 96.5 96.6 96.6 96.7 97.0 96.5 97.0 95.2 95.4 94.5 94.6 93.5
40-44 95.4 95.4 95.5 95.6 95.2 94.8 95.2 94.7 96.0 94.7 93.3 92.6 92.5 91.6
45-49 93.8 93.8 93.9 94.0 93.2 92.2 92.3 91.6 93.1 92.0 91.0 90.4 90.4 88.8
50-54 89.6 89.9 90.4 90.9 90.3 89.2 88.2 86.7 85.0 76.7 82.3 80.8 81.3 86.2
55-59 82.9 83.4 84.1 84.9 83.9 82.3 80.2 72.5 62.7 50.2 53.1 51.5 51.8 75.6
60-64 73.4 72.8 71.8 70.9 67.6 63.8 48.3 35.4 27.1 19.4 18.5 17.0 17.2 53.3
65+ 24.7 21.5 16.2 10.9 8.2 6.8 4.8 4.0 2.5 1.9 2.3 1.7 1.7 1.3Working Paper 11-03
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TABLE 35 - Women – by age group
Source: FPB.
N.Weekly working hours 
TABLE 36 - Average number of hours worked per week, 1983-2000, men + women, men, women
Source: Labour Force Survey, NIS.
1947 1950 1955 1960 1965 1970 1975 1980 1985 1990 1995 2000 2001 2050
15-19 41.8 41.5 41.1 40.7 37.8 34.5 27.3 23.4 14.9 8.1 5.0 6.6 7.3 6.8
20-24 40.5 42.8 46.8 51.3 55.9 60.9 66.0 71.5 66.8 58.4 54.9 50.9 51.4 58.9
25-29 29.5 31.0 33.5 36.0 42.3 49.7 60.2 71.8 78.6 79.4 81.8 83.0 82.6 92.4
30-34 25.6 26.8 28.8 30.8 34.8 39.3 49.4 60.0 71.0 70.8 77.6 80.2 80.7 90.2
35-39 25.1 26.2 27.9 29.7 32.4 35.3 42.3 52.2 62.3 67.9 74.1 76.7 77.5 87.7
40-44 24.0 25.5 27.5 29.6 31.6 33.4 36.9 44.5 52.1 58.6 67.7 72.4 73.1 87.4
45-49 22.0 23.4 25.6 27.8 29.4 30.8 32.4 37.1 42.8 48.0 57.1 63.4 64.4 85.3
50-54 19.8 21.0 23.0 25.0 26.3 27.6 27.4 29.2 29.7 30.8 42.0 47.2 48.4 79.4
55-59 17.3 17.9 18.9 19.9 20.0 20.0 19.0 17.7 16.7 15.7 21.5 26.7 28.0 66.0
60-64 13.3 12.4 10.9 9.6 8.6 7.6 6.4 5.9 5.4 4.0 5.4 5.8 6.4 37.5
65+ 5.4 5.1 4.6 3.9 2.9 2.2 1.4 1.5 0.9 0.6 1.0 0.6 0.6 0.6
1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
Men + 
women
37.16 36.87 36.69 36.49 36.21 36.04 35.96 35.84 35.49 35.55 35.23 36.03 35.36 35.19 35.10 35.30 34.60 34.68
Men 38.84 38.67 38.63 38.53 38.42 38.21 38.34 38.22 38.05 38.23 37.99 38.04 38.08 38.02 37.97 38.21 37.84 37.89
Women 33.97 33.50 33.11 32.83 32.30 32.38 32.00 31.99 31.53 31.54 31.26 31.33 30.97 31.15 31.25 31.25 30.30 30.45Working Paper 11-03
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TABLE 37 - Number of people working certain hours – MEN – in thousands + in % of total working hours 
(in brackets)
Source: Labour Force Survey, NIS.
TABLE 38 - Number of people working certain hours – WOMEN – in thousands and in % of total working hours
(in brackets)
Source: Labour Force Survey, NIS.





































































































































































































































































































































Total 22224 22377 22433 22023 21662 21070 21223 21260 21371 21220 20194 20433 20768 20302 20638 21241 20593 21359





































































































































































































































































































































Total 11685 11997 12112 12225 12208 12453 12725 13096 13798 14189 14045 14152 14686 14253 14468 15253 15529 16182Working Paper 11-03
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O.Part time employment
TABLE 39 - Part time employment as % of total employment, by gender, 1955-1995
Source: FPB.
TABLE 40 - Part time employment as % of total employment – MEN – by age group
Source: FPB.
TABLE 41 - Part time employment as % of total employment – WOMEN – by age group
Source: FPB.
1955 1960 1965 1970 1975 1980 1985 1990 1995
Men 0.4 0.52 0.76 1.05 1.17 1.35 2.0 2.13 2.92
Women 6.02 7.38 10.73 13.37 14.03 15.10 20.25 24.94 30.90
1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998
14-19 9.6 6.9 11.5 13.8 15.8 15.3 18.7 19.6 23.3 26.2 25.9 25.2 27.9 30.2 30.1 24.0
20-24 2.1 3.1 4.0 3.8 3.6 3.6 2.6 3.9 3.3 3.9 4.2 4.1 5.8 6.2 6.6 7.5
25-29 1.7 0.8 1.4 1.9 2.0 2.2 1.7 1.9 2.1 2.0 2.1 2.7 2.9 3.4 3.7 4.4
30-34 1.2 0.5 1.0 1.6 1.0 1.8 1.3 1.8 1.3 1.2 1.8 1.9 2.4 2.3 2.5 2.8
35-39 1.4 0.7 0.5 1.2 1.3 0.8 0.8 1.3 1.2 1.4 1.5 2.0 2.1 1.6 2.5 2.4
40-44 1.2 0.5 0.8 0.9 0.4 0.8 0.7 0.6 1.0 1.4 1.6 1.6 1.5 1.6 2.0 2.5
45-49 1.7 0.8 1.0 0.9 0.9 0.8 0.7 1.0 0.8 0.9 1.5 1.6 1.4 1.6 1.7 2.1
50-54 1.2 1.3 1.0 0.8 1.0 1.0 1.0 1.9 1.8 1.8 1.4 2.2 2.2 1.8 2.1 2.3
55-59 2.5 1.5 1.7 1.7 2.5 2.3 2.0 1.6 1.9 2.3 2.8 2.7 2.8 3.5 3.5 3.6
60-64 4.9 3.7 4.5 5.6 4.6 4.7 3.3 2.9 4.0 4.6 3.4 7.1 5.9 5.6 7.6 7.5
65+ 19.7 24.7 32.2 20.9 16.9 21.4 21.4 11.6 20.9 17.5 14.9 11.4 22.0 25.1 27.2 12.8
Total 2.0 1.4 1.8 2.0 1.9 2.0 1.6 2.0 2.0 2.1 2.2 2.6 2.8 3.0 3.3 3.5
1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998
14-19 16.6 13.8 23.1 26.9 25.0 24.4 25.1 29.8 31.6 31.0 32.6 29.8 28.9 43.3 36.2 40.8
20-24 14.5 18.8 16.9 19.8 22.2 20.2 21.9 21.4 21.3 22.6 22.0 21.1 22.3 23.2 25.8 28.1
25-29 14.3 16.7 17.8 20.9 22.9 23.5 24.2 25.3 26.4 25.2 24.7 24.9 23.4 23.8 23.0 23.9
30-34 21.9 21.0 22.2 22.8 25.0 25.9 27.8 29.3 30.4 32.0 33.7 32.9 34.2 33.9 33.4 34.8
35-39 22.9 23.3 24.5 23.1 24.7 24.2 25.8 28.3 30.4 31.2 31.4 31.6 35.1 34.7 36.8 37.8
40-44 21.9 21.6 22.6 24.8 25.6 20.6 23.5 25.3 28.1 28.7 31.9 30.9 31.6 33.5 35.6 36.7
45-49 23.6 20.5 22.7 24.5 24.9 22.0 24.3 26.2 24.2 27.1 26.3 26.7 30.8 29.5 32.1 35.1
50-54 23.0 22.2 24.0 25.0 24.9 26.3 26.0 20.3 29.5 29.3 26.6 26.6 27.5 32.2 29.6 31.9
55-59 21.0 23.5 21.8 19.9 22.0 20.3 25.7 23.9 25.7 29.8 24.8 29.4 31.3 30.1 30.2 35.4
60-64 25.2 22.4 19.8 22.7 19.4 24.0 19.3 30.0 22.8 24.4 23.2 16.7 18.7 28.9 29.5 34.8
65+ 35.3 27.4 18.1 34.1 28.8 33.6 31.5 25.3 9.2 17.0 22.9 22.7 22.8 28.9 31.2 33.7
Total 19.6 20.2 21.1 22.5 24.0 23.2 24.9 25.8 27.3 28.1 28.5 28.3 29.8 30.5 31.4 33.2